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Treatment 


When more potent drugs are 
needed, prescribe one of the con- 
venient single-tablet combinations 


Rauwiloid® + Veriloid® 
alseroxylon 1 mg. and alkavervir 3 mg. 
or 


Rauwiloid’ + Hexamethonium 
alseroxylon 1 mg. and hexamethonium 
chloride dihydrate 250 mg. 


Many patients with severe hypertension can be main- 
tained on Rauwiloid alone after desired blood pres- 
sure levels are reached with combination medication. 


Because 
RAUWILOID provides effective Rauwolfia 


action virtually free from serious side effects 
... the smooth therapeutic efficacy of Rauwiloid 
is associated with a lower incidence of certain 
unwanted side effects than is reserpine...and 
with a lower incidence of depression. Toler- 
ance does not develop. 

RAUWILOID can be initial therapy for most 


hypertensive patients... Dosage adjustment is 


\ Riker Northridge, California 


rarely a problem. 
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he Squeeze of modern diuretics 
eliminates excess fluids — but loss 
of potassium Is unavoidable 


It must be replaced. 
use 


READILY elixir 
ABSORBED (Potassium Gluconate, W-T) 


REMARKABLY 
WELL TOLERATED A tablespoonful of KAON Elixir twice daily (30 cc.) 


supplies the normal daily potassium requirement 


EXTREMELY (38.4 mEq.)—approximately equal to the elemental 
PALATABLE potassium in one fifth gallon of orange juice. One 
weet teaspoonful (5 cc) = 6.4 mEq. of K in 500 mg. KCI. 
AVOIDS 
UNCERTAINTIES OF J 
WITH ADRENAL CORTICOID THERAPY, 
DANGERS OF KAON IS USEFUL IN PREVENTING I 
INTRAVENOUS ? 
POTASSIUM DEPLETION. 
References: W. J. Kolff, “Acute Renal Failure: Causes 
Kp and Treatment,” The Medical Clinics of ] 
North America, 30:1052 (July 1955). 
Peter Forsham, “Symposium on Adrenal 
WARREN-TEED Corticoid Therapy,” Metabolism, 7:19 (Jan. 
1958). 
THE WARREN-TEED PRODUCTS COMPANY ( 
e 4 COLUMBUS 8, OHIO 
Dallas Chattanooga Los Angeles Portland ] 
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around the clock ulcer control with B.1.D. dosage 


Just one 10 mg. Daricon tablet in the morning, and one at night before retiring, keeps 
your patient free from the pain and discomfort caused by gastrointestinal spasm, hyper- 
motility, and hypersecretion. 

Daricon is a remarkably potent and well tolerated antisecretory/antimotility agent. Its 
naturally prolonged action provides day and night relief of pain and symptoms associated 
with peptic ulcer, functional bowel syndrome, biliary tract dysfunctions, ulcerative colitis, and 
other gastrointestinal disorders characterized by spasm, hypermotility, and hypersecretion. 


Dosage: 10 mg. b.i.d. (morning and evening). " 
DARICON 
CASES RESPOND 


a> Science for the world’s well-being References: 1. Finkelstein, M., et al.: J. Pharmacol. 
& Exper. Therap. 125:330 (April) 1959. 2. McHardy, 
G., et al.: Postgrad. Med., in press. 3. Winkelstein, A.: 


Pfizer Laboratories Amer. J. Gastroenterol. in press. 4, Finkelstein, M.. 
Divisi et al.: Presented at Fa eeting, Amer. Soc. Pharmacol. 
B an Chas. Pfizer & Co., Inc. & Exper. Therap., 1958. 5. Leming, B.: Clin. Med. 

rooklyn 6, New York 6:423 (March) 1959. *Trademark 
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keep all patients" pain-free at all times 


« with the proper potency to match pain intensity 
« with dosage flexibility to match pain variations 


Codeine 


*except those for whom recourse to morphine is inescapable. 


Robins A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 
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Phenaphen and Phenaphen with Codeine provide 
a wide range of analgesia, plus complete dosage flexibility, 
to match varying pain requirements. 


Yours to prescribe: 


The right dose of the right potency at the right time. 


Phenaphen 


Basic non-narcotic formula 
For mild to moderate pain 


Each capsule contains: 
Phenacetin (3 gr.) 00000000 


Acetylsalicylic acid (22 162.0 mg. 
Phenobarbital (14 16.2 mg. 
Hyoscyamine 0.031 mg. 


Phenaphen No. 2 
Phenaphen with Codeine Phosphate 1% gr. (16.2 mg.) 
For moderate to severe pain 


Phenaphen No.3 


Phenaphen with Codeine Phosphate 12 gr. (32.4 mg.) 
For severe or stubborn pain 


Phenaphen No. 4 


Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 


For stubborn or intense pain—to obviate or post- 
pone use of morphine or addicting synthetic nar- 
cotics 


DOSAGE: One or two capsules as required. 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX* 


in 
gical (egpense to 


(brand of hydroxyzine) 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10 mg. 3-6 years, one tablet t.i.d. : Supplied: Tablets, bottles 
behavior disorders tablets over 6 years, two tablets t.i.d. : of 100. Syrup, pint bottles. 
Syrup 3-6 years, one tsp. t.i.d. : Parenteral Solution, 10 cc. 
over 6 years, two tsp. t.i.d. $ multiple-dose vials. 
Oo. 
For adult tension 25 mg. one tablet q.i.d. References: 1. Smigel, J. O., 
and anxiety tablets A. M 
i 4 at. n. No merica 
Syrup one tbsp. q.i.d. Aug) 1958, 3. Aya, 
For severe emotional 100 mg. one tablet t.i.d. oe “ 
disturbances tablets New York 
a 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- ¢ 5. Coirault, M., et al.: Presse 
and emotional Solution cularly, 3-4 times daily, at $ méd. 64:2239 (Dec. 26) 1956. 
emergencies 4-hour intervals. Dosage for . 6.Bayart, J.: Presented at 
children under 12 not the international Congress 
established. 3 Denmark, July 22-27, 1956. 
® 


ATARAX 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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rumination, and insomnia. 


DOCUMENTED CASE HISTORIES.» 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this dose may be gradually increased up to 3 tablets q.i.d. 
Composition: Each light- pink, scored tablet contains 1 mg. 
2-diethylaminoethy] benzilate hydrochloride (benactyzine HCl) 
and 400 mg. meprobamate. 

References: 

ing 1. Alexander, L.: J.A.M.A. 166:1019, March 1, 1958. 


2. Current personal communications; in the files of Wallace Laboratories. 
3. Pennington, V.M.: Am. J. Psychiat. 115:250, Sept. 1958. 


* Acts fast to relieve depression and its common symptoms: 
sadness, crying, anorexia, listlessness, irritability, 


* Restores normal sleep—without hang-over or depressive 
aftereffects. Usually eliminates need for sedative-hypnotics. 


EFFICACY AND SAFETY CONFIRMED IN OVER 3,000 


in the depressed, unhappy patient 


PROMPTLY IMPROVES MOOD 


without excitation 


for depression 


®WALLACE LABORATORIES, New Brunswick, N. 7. 
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NOW -YOU CAN PRESCRIBE THE UNSURPASSED ADVANTAGES (ARIS 


superior aniiallergic efficacy 


with new low dosage 


NEW 0 


> combines the anti-inflammatory, antiallergic and antihista- 
minic effects of two agents—ARISTOCORT and chlorphenira- 
mine which, separately, have been proved highly effective in 


the treatment of allergy 


° permits greater latitude in adjusting dosage to minimum level 
needed for maintenance, because ARISTOCORT and chlor- 


pheniramine are supplied in the lowest dose tablets available 


for each component alone 


supplies ascorbic acid for increased demand in stress conditions 


Indications: Generalized pruritus of allergic origin; hay 
fever, allergic rhinitis, perennial asthma, seasonal and 
perennial rhinitis, vasomotor rhinitis; drug reactions 
and other allergic conditions. 


Dosage: One to eight capsules a day in divided doses. 
Dosages should be established on the basis of individual 
therapeutic response. 


Precautions: Drowsiness may occur, and is usually 
due to the antihistamine effect. Occasionally this may 
also cause vertigo, pruritus and urticaria. Because of 
the low dosage, side effects with AristoMin have been 
relatively infrequent and minor in nature. However, 
since Aristocort Triamcinolone is a highly potent 
glucocorticoid with profound metabolic effect, all pre- 
cautions and contraindications traditional to cortico- 


steroid therapy should be observed. Discontinuance of 
therapy must not be sudden after patients have been on 
steroids for prolonged periods. It must be carried out 
gradually over a period of as much as several weeks. 


Further information available on request. 


Supply: Each Anistomix Capsule contains: 


Aristocort® Triameinolone....... 1mg. 
Chlorpheniramine Maleate. ........ 2 mg. 


Bottles of 30 and 100 


References: 1. Maurer, M. L.: Clinical Report, cited 
with permission. 2. Levin, L.: Clinical Report, cited 
with permission. 3. Gaillard, G. E.: Clinical Report, 
cited with permission. 
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Steroid-Antihistamine Compound LEDERLE 


ARISTOCORT IN ANTIHISTAMINE COMBINATION 
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comments by 
clinical investigators: 


“T would conclude that ArnistoMIN 
is truly a worthwhile aid in treating 
allergic problems.’”* 

“The results have been uniformly 
good. The patients have stated that 
their symptoms were very much 
relieved. I have not encountered any 
side reactions except from one 
patient, who complained of some 
drowsiness, which I attribute to the 
antihistamine.””* 

“In general... it is 
an excellent product. Over-all, it 
appears to be more effective than 
any simple antihistamine we have 
used. Despite the fact that we 
employed it in the treatment of a 
variety of nonselected individuals 
and problems, we had excellent and 
good results in 25 of the 39 
patients.”* 


(lung x 65, injected with carbon-gelatin) 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Ye 
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NEW 
“flavor-tumed” 
dual-action 
coronary vasodilator 


Dilcoron 


for ANGINA PECTORIS 


= 


ORAL (tablet swallowed whole) 
for dependable prophylaxis 


SUBLINGUAL-ORAL 


for immediate and sustained relief 


—0.4 mg. (1/150 grain) —acts quickly 


“flavor-timer” 
—signals patient when to swallow 


—15 mg. (1/4 grain)—prolongs action 


For continuing prophylaxis patients may 
swallow the entire Dilcoron tablet. 
Bottles of 100. 
Average prophylactic dose: 
1 tablet four times daily 
(before meals and at bedtime). 
Therapeutic dose: 
1 tablet held under the tongue until citrus 
flavor disappears, then swallowed. 


LABORATORIES 
NEW YORK 18,.N ¥ 
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SQUIBB ANNOUNCES 


A LOGICAL COMBINATION 
BY AN ENTIRELY NEW DIURETIC — FLUMETHIAZIDE 
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RAUDIXIN 
Squibb Standardized 
Whole Root Rauwolfia Serpentina 


FLUMETHIAZIDE 
POTASSIUM CHLORIDE 


RAUDIXIN EN HANCED 


THUS SQUIBB OFFERS YOU GREATER LATITUDE IN SOLVING THE PROBLEM OF 


HYPERTENSION 


WITHOUT FEAR OF SIGNIFICANT POTASSIUM DEPLETION?3 


Rautrax combines Raudixin with flumethiazide — the new, safe 
nonmercurial diuretic — for control of all degrees of hyperten- 
sion. Clinicians report it safely and rapidly eliminates excess 
extracellular sodium and water without potassium depletion.1!-3 
Potassium loss is less than with any other nonmercurial diuretic. 
Moreover, the inclusion of supplemental potassium chloride in 
Rautrax provides added protection against potassium and chlo- 
ride depletion in the long-term management of hypertension. 


Through this dependable diuretic action of flumethiazide, the 
clinical and subclinical edema — so often associated with cardio- 
vascular disease — is rapidly brought under control.2-5 And once 
Rautrax has brought the fluid balance within normal limits, 
continued administration does not appreciably alter the normal 
serum electrolyte pattern. Flumethiazide also potentiates the 
antihypertensive action of Raudixin. By this unique dual action, 
a lower dosage of each ingredient effectively maintains safe 
antihypertensive therapy. 


Dosage: 2 to 6 tablets daily in divided doses 
initially; may be adjusted within range of 1 
to 6 tablets daily in divided doses, Note: In 
hypertensive patients already on ganglionic 
blocking agents, veratrum and/or hydrala- 
zine, the addition of Rautrax necessitates an 
immediate dosage reduction of these agents 
by at least 50%. A similar reduction is neces- 
sary when these agents are added to the 
Rautrax regimen. 
Supply: Capsule-shaped tablets supplying 50 
mg. of Raudixin, 400 mg. of flumethiazide, and 
400 mg. of potassium c iloride, bottles of 100. 
References: 1. Moyer, J. H., and others: Am. 
J. Cardiol., 3:113 pad ) 1959. + 2. Bodi, T., 
and others: To be published, Am. 5, Cardiol. 
(April) 1959. + 3. Fuchs, M., and others 
Monographs on 4: ( 1959, 
4, A. C.; Rochelle, 
Ford, R : To be 5. Rochelle, 
. B., A. C., and Ford, R 

‘o be published. 
LITERATURE AVAILABLE ON REQUEST. 


° 
“RAUDIXIN® AND ‘RAUTRAX” ARE SQUIBB TRADEMARKS 


Squibb Quality — the Priceless Ingredient 
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WITHOUT STEROIDS 


arthritic sta 


WITHOUT STEROIDS 


Sound, conservative therapy with salicylates has been consistently reaffirmed as basic, 
long-term maintenance therapy in the arthritides. 


Buffered Pabirin provides superior maintenance therapy. It epitomizes fundamen- 
tal long-term basic therapy since it can be given month after month without serious 
complications and with minimal problems to patient and doctor alike. 


Buffered Pabirin is formulated to provide high and sustained salicylate blood levels. 
Each tablet consists of an outer layer containing a buffer (aluminum hydroxide), 
para-aminobenzoic acid, and ascorbic acid; a core of acetylsalicylic acid. 


In the stomach, the outer layer quickly releases the buffer, which protects against 
nausea, dyspepsia and other gastrointestinal symptoms so frequently encountered 
with salicylates alone. The core of Buffered Pabirin then disintegrates rapidly, per- 
mitting rapid absorption of the acetylsalicylic acid for faster pain relief. 


Each tablet contains: References: 1. Hart, D.; Bagnall, A. W.; 


Bunim, J. J., and Polley, F. H.: Ninth Inter- 
Acetylsalicylic acid (5 gr.)........900 mg. ational on Rheumatic Diseases, 
Para-aminobenzoic acid (5 gr.)....300 mg. Joint Committee, Medical Research Council & 

Nuffield Foundation, T: of Rh i 
50 mg. Arthritis, British Medical Journal (April 13) 
Dried aluminum hydroxide gel....100 mg. ee 


All Buffered Pabirin is sodium- and 
potassium-free. 


Dosage: Two or three tablets 


Buffered p abiri 


SMITH-DORSEY: a division of The Wander Company - Lincoln, Nebraska - Peterborough, Canada a 


Photographs show 2-stage 
Tandem Release disintegration, 
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theobromine. 
phenobarbit 


‘ 
14 
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yelonephritis 


“the most important concept is that itis a tubular disease’! 


FURADANTIN 


brand of nitrofurantoin 


a most important characteristic: effective at the tubular level 


in each patient: 


2 million reasons 


for using 
FURADANTIN first 


In addition to simple glomerular filtration, FurapanTin is actively excreted by the cells of 
the tubules. A significant and singular characteristic of FurapANTIN, it is but one reason 
why “the protracted administration of nitrofurantoin [FuRADANTIN] to patients with in- 
eradicable urinary tract infection, particularly chronic pyelonephritis without demonstrable 
obstruction, may usefully complement the medical management of this difficult problem.”? 
Available as Tablets, 50 and 100 mg.; Oral’ Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Smith, I. M., and Lenyo, L.: Am. Practitioner 9:78, 1958. 2. Jawetz, E., et al.: A.M.A, 
Arch. Int. M. 100:549, 1957. 


NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides 
° 
EATON LABORATORIES, NORWICH, NEW YORK 
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Fostex’ 


treats their 


degreases the skin 


helps remove blackheads’ dries and peels the skin 


...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions ...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 


*, 


lauryl sulf tate, sodium alkyl aryl polyether sulfonate and 
sodium dioctyl sulfosuccinate. 

Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 


FOSTEX CREAM ©—YrosTEX CAKE 


...in 4.5 oz. jars. Forthera- ...in bar form. For therapeu- 
peutic washing in the initial tic washing to keep the skin 
phase of oily acne treatment. dry and free of blackheads 
during maintenance therapy. 
Also used in relatively less 
Write for samples. oily acne. 


WESTWOOD PHARMACEUTICALS Buffalo 13, New York 
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Microphotograph of usual vitamin product 


The photographs above point out the difference between 
Homagenets and many vitamin products. By means of the 
homogenization process, both oil and water soluble vitamins 
are presented in microscopic particles. Due to the fine particle 
size, there is much greater surface exposure, which permits 
quicker absorption and better utilization. This has been 
clinically proved by Lewis and others.! 


1. Lewis, J.M., et al.: J. Pediatrics, 3/:496 


The only homogenized vitamins in solid form 


THE S.E. FVPASSENGILL COMPANY sristol, tennessee 


HOMOGENIZATION ibe 
makes the difference | 
| Microphotograph of a HOMAGENET 
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Here 
are the advantages 


of 


the only 
homogenized vitamins 


in solid form 


during gestation. 


mineral deficiencies. 


stress periods. 


HONIAGERETS The advantages of 


HOMAGENETS 


Pleasant, candy-like flavor 

Better absorbed, better utilized 
Excess vitamin dosage unnecessary 
Longer storage in the body 

No “‘fishy burp” 


May be chewed, swallowed or dissolved 
in the mouth. 


HOMAGENETS are available in five formulas: 


PEDIATRIC—Children like the orange-flavored, candy-like taste. 


PRENATAL—Contains iron and calcium as a dietary supplement 
GERIATRIC—A complete formula for the prevention of vitamin- 


AORAL— Useful in the treatment of certain types of skin disorders. 
THERAPEUTIC—Particularly indicated during convalescence and 


*U.S. Pat. 2676136. Other Pat. Pending 


Currently, mailings will be forwarded only at your request. Write for samples and literature. 


THE S.E. FAPASSENGILL COMPANY Bristol, Tennessee - New York - Kansas City - San Francisca 
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the pattern of 


GLUCOSAMINE- 
POTENTIATED 
TETRACYCLINE 


therapy 


ved 


capsules 
125 mg., 250 mg. i 
oral suspension 

orange flavored, 2 oz. bottle, 125 me 
per teaspoonful’ (5 ec.) 

pediatric drops 

orange flavored, 10 cc. bottle (with) 


M, calibrated dropper), 5 mg. per drop 
(100 mg. per cc.) 


C> Science for the world’s well-being 
PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc; 
Brooklyn 6, N. 


*Trademark for gl tentiated 
tetra cycline 


: Rapid and high initial antibiotic blood levels are 
event{ul recoveries. Glucosamine potentiation 
tracycline levels available wit 
information booklet available on request 


| | | Ke ‘ 
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NEOCHOLAN 
Wu poliwing 


PITMAN-MOORE cCoMPANY 
Neocholan® greatly increases the flow of thin, P. O. Box 1656, Indianapolis 6, Indiana 


nonviscid bile and corrects biliary stasis by flush- 
ing the biliary system. It also acts as a smooth 
muscle relaxant, resulting in an unimpeded flow Please send me, without charge, two 
of bile and pancreatic juices into the small intestine. clinical packages of Neocholan. 


Each Neocholan tablet contains: 
Dehydrocholic Acid Compound.. 250 mg. 


Homatropine methylbromide.... 1.2 mg. 
8.0 mg. 
Bottles of 100 tablets. city STATE 
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wh erever you stand at « Clonsilation automatic Bucky slot closure, the: clase-collimated 


: Ane diologi radiation beam, the fully-leaded spotfilm device. | 
Table—whether you're the presiding radiologist or a There's even a hingsd stainless steel shield (sce pic- 
team member—you have the peace of mind that comes 


ture) to protect the radiologist against radiation scatter 
of knowing how well protected you are. That goes for from the patient. He merely flips it up whenever he - , 
any of the Constellation models shown below. Com- fluoroscopes. Any Constellation table can be so 

mon to all are the fully-enclosed steel table body, the fitted (optionally). 


of 


90 to 90° verticalff if that’s what you want 


° There's virtually nothing in the way of diagnostic radiography you | 

g @) can’t do with this magnificent table. You can fluoroscope (with an | 
8” Image Amplifier, if you like) or radiograph a patient hanging 
head down vertically, or in any other position you can conjure up. 


45° Trendelenburgf if that’s all you need 


Without wishing to become involved in range-of-angulation pros and 
cons, we can report that most Constellation buyers are content with 
this 45° model. (Extra angulation costs extra money—a hard engi- 
neering fact of life that may have something to do with it) 


if you'll settle for that ‘a 


The less elaborate drive mechanism required for this moderate angle 
of tilt results in significantly lower cost. If 15° Trendelenburg is 
enough for you, this model is far and away the best buy around. 


you'll be better protected, better served with a 


PickerConstellation 


e e 
Your local Picker representative stands ready to give you a diagn os ta CX “ray table 
quick rugdown on the many other Constellation features 
pe oem find so appealing. Call him in any time... 
Tite 


Picker X-Ray Corp., 25 So. Broadway, White Plains, N. Y. 


better radiation protection 7 
959 { 
top ..... front bottom | 
wider s-p-r-e-a-d 
ri. 
a or even 15° back tilt 
| 15 
| 
| 
| 
| 
. | 
ATE 
| 
x-ray 


patient “blue”-and listless = 


in allergy 


dries secretions 
eliminates congestion 
StOpS itching 
brightens the outlook 


for 10-12 hours with a ud 
oral dose --- with a remarkable 
lack of side effects 


in pollen allergies, contact dermatoses, 
food sensitivities, and a wide 
variety of allergic associated disorders 


NALERTAN provides 


two new antihistamines . . . acting syner- 
gistically for broad, prolonged blockage of 
histamine response. 

a long-acting sympathomimetic . . . to lift 
the misery, combat lassitude and brighten 
the outlook ... hasten recovery. 


Employs the Durabond Principle...to act 
within minutes... relieve for hours... just 
one dose inthe morning controls lacrimation, 
makes breathing easier, relieves itching—all 
day. And, one dose upon retiring keeps the 
patient symptom-free ... allows uninter- 
rupted rest all night. 


1 or 2 tablets twice a day. For economy, pre- 
scribe in original packages of 100. 


Each Durabond tabule contains: Chlorphenira- 
mine tannate, 8 mg.; Pyrilamine tannate, 25 mg.; 
Tanphetamin (d-amphetamine tannate), 10 mg. 


> IRWIN, NEISLER & CO. 
DECATUR, ILLINOIS 
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wate 


(5 ce.) of Elixir 
cyamine sulfate 


hen smooth muscle spasm — 
rough your patients... 


(A er.) 16.2 mg. 


’ NATURAL BELLADONNA ALKALOIDS PLUS PHENOBARBITAL 


ROBINS CO., INC., RICHMOND 20, VIRGINIA Ethical Pharmaceuticals of Merit since 1878 


(-3 
Pay 
0.0982" 


he 


UR PATIENT NEEDS BETTER PERIPHERAL CIRCULATION 


Vastran more naturally relaxes constricted peripheral blood vessels, brings immediate and reassuring relief 
of ischemia. Essential cofactors help correct secondary metabolic impairment. Unlike sympatholytic agents, 
Vastran is completely safe; as much as 10 times the usual dosage may be given without serious side effects; 
and Vastran therapy costs less than sympatholytic vasodilators. INDICATIONS: Cold hands and feet; mild and 
moderately severe cases of peripheral vascular disease such as thromboangiitis, chronic chilblains and the 
less advanced cases of Raynaud’s disease; control of migraine and vertigo; adjunctive therapy in musculé 
skeletal inflammation and spasm. Each Vastran® tablet contains: nicotinic acid, 50 mg.; ascorbic acid, 100 mg; 
riboflavin, 5 mg.; thiamine mononitrate, 10 mg.; pyridoxine hydrochloride, 1 mg.; cobalamin (vitamin By 
activity), 2 mcg.; calcium pantothenate, 5 mg. USUAL DOSAGE: 1 tablet q.i.d., before meals. FOR INITIAL 
THERAPY IN ACUTE AND SEVERE CONDITIONS/INJECTABLE VASTRAN AMP SOLUTION. / Rapid vasodilation COMPLE 
MENTED BY ADENOSINE MONOPHOSPHATE to help restore muscle function by increasing biochemical energy 
stores. Each cc. contains adenosine 5-monophosphate, 25 mg.; Nicotinic Acid, 20 mg.; Vitamin B,,., 75 meg 


WAMPOLE LABORATORIES VASTRAN 
STAMFORD, CONNECTICUT 


PRESCRIBE SAFE, FAST-ACTING, VERSATILE VASTRAN 
’ ? 
| | 


dysmenorrhea 


the first true tranquilaxant* 


: an 


Potent MUSCLE RELAXANT 
... Equally effective as a TRANQUILIZER 


* tran-qui-lax-ant (tran’kwi-lak’sant) [ <L. tranquillus, 
quiet; L. laxare, to loosen, as the muscles] 


Trancopal, a major development of Winthrop 


research, is a new, orally administered 
b AN’ nonhypnotic central relaxant and tranquilizer. 
ng relief 
agents, 
effects; 
nild and 
and the 


It relieves muscle spasm in a variety of 


musculoskeletal and neurologic conditions 
and also exerts a marked tranquilizing effect 


in anxiety and tension states. 


Unrelated chemically to any other drug in 


nus current use, Trancopal offers a completely new 
min By major chemical contribution to therapeutics. 

| energy \ \ 

75 meg. c—cl 


ii Chlormezanone: 2-(4-chlorophenyl)-3- 
methyl-4-metathiazanone-1-dioxide 


yo 
a 
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Clinical studies of over 4400 patients 
by 105 physicians‘ proved : 
Trancopal remarkably effective in : 
musculoskeletal conditions, 
anxiety and tension states. 


MUSCULOSKELETAL DISORDERS 
effective in 


of 1570 documented eases of 


LOW BACK PAIN 


(LUMBAGO, SACROILIAC DISORDERS) 


By relieving muscle spasm and pain, Trancopal permits early and 
active exercise and physical therapy to accomplish maximal benefits 


; 


the first true tranquilaxant 
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BETTER TOLERATED AND SAFER THAN OLDER DRUCS INCIDENCE OF SIDE EFFECTS WITH 


TRANCOPAL IN 4483 PATIENTS 
With Trancopal there is no clouding of consciousness, no 


euphoria or depression. Even in high dosage, there is no 
perceptible soporific effect. Because it does not irritate gastric 
mucosa, it can be taken without regard to mealtimes. Admin- 
istration does not hamper work—or play. Blood pressure, 
pulse rate, respiration and digestive processes are unaf- 
fected by therapeutic dosage. Toxicity is extremely low. And 
Trancopal has a lower incidence of side effects than has 
zoxazolamine, methocarbamol or meprobamate. 


ANXIETY AND TENSION STATES 
effective in 


of 443 documented eases of 


DYSMENORRHEA 


AND PREMENSTRUAL TENSION 


Because of its exceptional calmative property, Trancopal “. . . allows 
the patient to use his energies in a more productive manner in 
overcoming his basic problems.” 


Dosage: 1 or 2 Caplets (100 mg.) orally three or four times daily. Relief of 
symptoms occurs in from fifteen to thirty minutes and lasts from four to six hours. 
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Thoroughly evaluated clinically... 


Clinical studies of 4483 patients by 105 physicians’ have demonstrated that Trancopal 
often is effective when other drugs have failed. From these studies it is evident that 
Trancopal can provide more help for a greater number of tense, spastic, and/or 


emotionally upset patients than can any other chemotherapeutic agent in current use. 


MUSCULOSKELETAL 


CONDITIONS PSYCHOGENIC 


CONDITIONS 


1415 Patients 
TOTAL 4483 Patients 
MAJOR IMPROVEMENT 

INDICATIONS 84% 
Musculoskeletal 

Low back pain (lumbago) Disk syndrome 

Neck pain (torticollis, etc. ) Fibrositis 

Bursitis Ankle sprain, tennis elbow, etc. 

Rheumatoid arthritis Myositis 

Osteoarthritis Postoperative muscle spasm 
Psychogenic 

Anxiety and tension states Asthma 

Dysmenorrhea Angina pectoris 

Premenstrual tension Alcoholism 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


References: 1. Collective Study, Department of Medical Research, Winthrop Laboratories. * 2. Ganz, S.E.: 
J. Indiana M. A. In press, * 3. Lichtman, A.L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958, 


the first true tranquilaxant 
MUSCLE RELAXANT 
... Equally effective asa 
TRANQUILIZER 
Ne 


Trancopal (brand of chlormezanone) and Caplets, (I) inithrop LABORATORIES 


trademarks reg. U.S. Pat. Off. 


w York 18, New York 


Printed in U.S.A. (419i) 
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relief from the suffering and 
mental anguish of 


THORAZINE™ 


one of the fundamental drugs in medicine 


) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. 
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TABLETS AND ELIXIR 


To add life to years—not merely years to life. . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 

In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 
apathy — the penalties of advancing age. 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 


Niatric contains: Each Tablet: 5 ce. Elixir: e Niatric protects capillary integrity 
Pentylenetetrazol 100 mg. 100 mg. H H H H H 

e Niatric prevents brain tissue hypoxia 
Ascorbic Acid 100 mg. 100 mg. 

15% Send now for samples and literature... 


or top. 03018. A F. ASCHER AND COMPANY, INC. 


Supply: Tablets, bottles of 100 and 500. P 
” Elixir, botties of 1 pint. Ethical Medicinals / Kansas City, Missouri 
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prompt control of 


acute 
alcoholism 


THORAZIN E* Injection 


Ampuls and Multiple dose vials 


) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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Sanborn achievement 
in electrocardiographs 


the completely new, 2-speed 
SANBORN Mode! 100 VISO-CARDIETTE 


Here is an electrocardiograph in which no detail has been overlooked 
to give you diagnostically accurate information ...the greatest 
possible operating convenience...and modern, functional attractiveness. 
With thirty-five years of experience, this is the finest electrocardiograph 
Sanborn Company has ever produced. Priced at eight hundred fifty 
dollars, delivered continental U.S. A. 


SAN BORN COMPANY 
MEDICAL DIVISION + 175 Wyman St., Waltham 54, Mass. 
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for prompt and sustained relief from 
severe mental and 


emotional 
stress 


THORAZINE* SPANSULEi capsules 


30 mg. 75 mg. 150 mg. 200 mg. 300 mg. 


f) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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Prompt and more dependable control of 
virtually all diarrheas can be achieved with the 


comprehensive DONNAGEL formula, which pro- 


vides adsorbent, demulcent, antispasmodic and 
| sedative effects—with or without an antibiotic. 
| Early re-establishment of normal bowel 


function is assured—for all ages, in all seasons. 


| o WONNaGgel win NEOMYCIN 


A. H. ROBINS co., INC., Richmond 20, Virginia * Ethical Pharmaceuticals of Merit since 1878 


DONNAGEL: In each 30 ce. (1 fi. oz.): 


Kaolin (90  6.0Gm. 
Pectin (2 142.8 mg. 
Hyoscyamine sulfate ........0.1037 mg. 
Atropine sulfate ........ eer 0.0194 mg. 
Hyoscine hydrobromide ....0.0065 mg. 
Phenobarbital (24 gr.)......... 16.2 mg. 


DONNAGEL WITH NEOMYCIN 
Same formula, plus 


Neomycin sulfate .............. 300 mg. 
(Equal to neomycin base, 210 mg.) 
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G-I tract 
is the 


Fair 
barometer 
Change 
of the mind... 
Belbarb 
soothes the agitated mind 
Stormy 4 and calms the G-I spasm 
~ through the central effect 
' of phenobarbital and the 
synergistic action of 
fixed proportions 
of natural belladonna 
alkaloids on the 
gastrointestinal tract. 
oz.): 
6.0 Gm. 
2.8 mg. 
037 mg. 
194 mg. SEDATIVE ANTISPASMODIC 
065 mg 20 
62m years of clinical satisfaction 
Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules | 
| 
300 mg. 


Omg.) CHARLES COM PANY, Richmond, Virginia 
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WIDE AWAK 
TRANQUILIT 


Quiactin for 


(oxanamide) 
(one 400 mg. tablet q.i.d.) 


QUIACTIN provides greater tranquility, yet avoids the drowsiness that 
causes patient discomfort or oversteps the bounds of safety.1 Work, and 
other normal activities, continue with no drop in efficiency.” Structurally, 
QUIACTIN is a glycidamide... atom by atom, a completely new tranquil- 
izer, prolonged in activity, nontoxic, noncumulative and free of with- 


New York - CINCINNATI St. Thomas, Ontario 
drawal symptoms. QUIACTIN will not deepen depression if it is present. — AnotherExctusive Productof Original Merrell Research | 


1. Proctor, R. C., Southern Psychi- 
atric Assoc. Meeting, October 7, 
1957. 2. Feuss, C. D. and Gragg, 
L. Jr.: Dis. Nerv. Sys. 18:29, 1957. 


TRADEMARK: QUIACTIN® 
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NY 


2 IBEROL FILMTABS A DAY SUPPLY: 
The Right Amount of Iron 
Ferrous Sulfate, U.S.P 


(Elemental jron—210 mg.) 

Pius the Complete B Complex 
Vitamin Bie with 

intrinsic Factor Concentrate. ..1 U.S.P. Unit (Oral) 
Folic Acid 
Thiamine Mononitrate 
Riboflavin 
Nicotinamide 
Pyridoxine Hydrochloride 
Calcium Pantothenate 
Plus Vitamin C 
Ascorbic Acid 


ANEMIA IN THE MENOPAUSE, another indication 


ir LO © Yr O it ... potent antianemia therapy 


plus the complete B-complex. Obbott 


OFILMTAB—FILM-SEALED TABLETS, ABBOTT; U. S. PAT. NO. 2,081,085 © 1959, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 905018 


i 
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So many starts on dandruff. So many 
#xpensive disappointments. Still, this man was 
ky. He happened to mention it to his doctor, 
pho happened to write a prescription for Selsun, 
| ayrnich happened to be one of the few things in 
be world that can do him some good. So few 
think to mention it. (Dandruff a disease?) That’s 
“Just when aword from you — and a prescription 
: for Selsun—will be most appreciated. 


Selenium Sulfide, Abbott) 


©1959, ABBOTT LABORATORIES 


F REMEDIES. 
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antibiotic control 
under 
physician control 


A SINGLE ANTIBIOTIC... permitting flexible, controlled dosage as needed...free from restrictions of fixed combinations .. 


for optimum tetracycline levels .. _unsurpassed effectiveness covering at least 90 per cent* of antibiotic-susceptible infections 
seen in general practice. 


Supplied: Capsules of 250 mg. with 250 mg. citric acid and 100 mg. with 100 mg. citric acid. 


Capsules 


Tetracycline with Citric Acid Lederte 
“Based on a twelve-month National Physicians Survey. 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Getorte) 
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relaxant 


Chemically unlike any other muscle 
relaxant, Sinaxar is 


e consistently effective in the majority 
of cases 


e long acting: no fleeting effects 


@ purely a skeletal muscle relaxant... 
free of adverse physical or psychic 
effects frequently encountered with 


tranquilizers 


posacE: Two tablets three or four times daily. It was 
SUPPLIED: 200 mg. tablets in bottles of 50. " interes 
INDICATIONS: Any condition involving skeletal muscle to pre 
spasm, as musculoskeletal disorders: acute and chronic The 
back ache; arthritides; bursitis; disc syndrome; fibrositis; 

myalgia; myositis; osteoarthritis; following orthopedic or of 
procedures; rheumatoid arthritis; spondylitis; sprains manif. 


and strains; torticollis; neurologic disorders: cerebral 
palsy; cerebrovascular accidents; cervical root syndrome: the wi 
multiple sclerosis. 


nec 

such |i 

ARMOUR diuret 
ARMOUR PHARMACEUTICAL COMPANY ¢ A Leader in Biochemical Research * KANKAKEE, ILLINOIS 
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Dosage: 2 Tablets B.1.D. (A.M. 


It was the introduction of neo Bromth several years ago that created such widespread 
interest in the premenstrual syndrome—because of neo Bromth’s specific ability 
to prevent the development of the condition in the first place. 

The action of neo Bromth is not limited merely to control of abnormal water retention, 
or of nervousness, or of pain—or any other single or several of the multiple 
manifestations characteristic of premenstrual tension. neo Bromth effectively controls 
the whole syndrome. 

neo Bromth is also completely free from the undesirable side effects associated with 
such limited-action therapy as ammonium chloride, hormones, tranquilizers and potent 
diuretics. neo Bromth has continued to prove to be the safest—as well as the most 
effective—treatment for premenstrual tension. 

Each 80 mg. tablet contains 50 mg. Pamabrom, and 30 mg. pyrilamine maleate. 
Dosage is 2 tablets twice daily (morning and night) beginning 5 to 7 days before 
menstruation. Discontinue when the flow starts. 


1M PAN hattanooga 9, Tennessee 


Suni, Mom! ‘Tue. Wed. Thur. Fri. Sat 
‘in premenstrual tension 
treats the whole syndrome 
| 
| 
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require 


fewer pa 


y itself in a majority of patients with mild or moderate 


with severe hypertension — 


DIUPRES 


2 
= 


is effective b 
_ hypertension, and even in many 


DIUPRES PROVIDES “BROAD- 


‘ot : 


greatly improved 
and simplified management 


of 
hypertension 


DIURIL, WITH RESERPINE 


the first “wide-range” antihypertensive—effective in mild, moderate, and severe hypertension 


more hypertensives can be better controlled with DIUPRES alone 
than with any other agent...with greater simplicity and 
convenience, and with decreased side effects 


can be used as total therapy or primary therapy, 
adding other drugs if necessary 


in patients now treated with other drugs, can be used as 
replacement or adjunctive therapy 


should other drugs need to be added, they can be given in much 
lower than usual dosage so that their side effects 
are often strikingly reduced 


organic changes of hypertension may be arrested and reversed... 
even anginal pain may be eliminated 


patient takes one tablet rather than two... 
dosage schedule is easy to follow 


economical 


MUPRES-500 500 mg. DIURIL (chlorothiazide), DIVPRES-250 250 mg. DIURIL (chlorothiazide), 


0.125 mg. reserpine. 0.125 mg. reserpine. 
One tablet one to three times a day. One tablet one to four times a day. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 


© piupres AND (CHL ) are OF MERCK & CO., INC. 
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“to take soma of Yow own medicune |” 


On vacation — at the beach — on the golf course — or garden- 
ing in your own back yard, sunburn, insect bites, cuts and 
abrasions are all part of the summer picture. 


A handy tube of Xylocaine Ointment means prompt relief of 
pain, itching and burning for your patients. After you’ve seen 
to your patients’ comfort, remember that tube of Xylocaine 
Ointment for yourself. 


Just write “Xylocaine Ointment” on your Rx blank or letter- 
head, and we will send a supply for you and your family. 


_ Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


XYLOCAI NE’ OINTMENT 


(brand of lidocaine*) 


2.5% & 5% 
SURFACE ANESTHETIC 


#U.S. Pat. No. 2,441,498 Made in U.S.A. 
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OPTIMAL 
EFFICACY 


Automatically measured-dose 
aerosol medications. 
Nonbreakable...Shatterproof 
Spillproof...Leakproof 


Isoproterenol sulfate, 2.0 mg. per cc., suspended 

° ® in inert, nontoxic aerosol vehicle. Contains no 

Med { h a | er= | S alcohol. Each measured dose contains 0.06 mg. 

isoproterenol. 

@ Epinephrine bitartrate, 7.0 mg. per cc., sus- 

° pended in inert, nontoxic aerosol vehicle. Con- 

Med | haler — E PI’ tains no alcohol. Each measured dose contains 
0.15 mg. epinephrine. 


NOTABLY WELL TOLERATED AND EFFECTIVE FOR CHILDREN, Mf 
Northridge, Calif, 
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“dishitegtat 
induce 


Sleep continues 
“smoothly as inner 
“cote dissolves 


“Bach Nebralin timed release 
tablet contains: 


Warning: May be habit forming 


Mephenesin 
*Dorsey brand of 


CAUTION: Federal law prohibit 
dispensing without. prescription 


Dosage: One. or two 
before 


timed-release action for a full night's sleep 


- NEBRALIN is designed to duplicate the normal sleep pattern. 


it encourages muscular relaxation and induces sustained, 
relaxed sleep by the release of Dorsital and mephenesin 
in a timed-release tabtet, Rapid-acting mephenesin. quickly 


" relaxes skeletal muscles to overcome “fatigue-tension” 


and conditions the body for sleep. Dorsital provides CNS 
sedation to induce sound, relaxed sleep. The initial and 
sustaining dosages are designed to keep the amount of 
barbiturate to be inactivated at any one time at a low level 
tapering toward morning. Evidence indicates that mephenesin 
is capable of producing sleep,’ and when combined with a 
barbiturate enhances barbiturate action.” * Moreover, the 
integrated action of the two components permits smaller 
dosages of each,’ assuring your patients refreshed awakenings 
without “morning hangover.” 


1 Schlesinger, €. B.: Tr. New York Acad. Sc. 2:6, (Nov.) 1948. 

2 Richards, R. K., and Taylor; J, O0.: Anesthesiology 17:414, 1956. 
3 Shideman, F. E.: Postgrad. Med. 24:207, 1958, 

4 Berger, F.: Sade 8 Rev. 1:243, 1949. 


EeMITH-DORSEY adivision of The Wander Company Lingotn, Nebraska - Peterborough, Canada 
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PARAFON in low pain 
_—Sprains—strains—rheumatic 


Each PARAFON tablet contains: 

PARAFLEX Chlorzoxazonet . 

A most effective oral muscle iene 
TYLENOL Acetaminophen ....... 300mg. 
The preferred analgesic for 


_musculoskeletal disorders 


in ar thritis contains: PARAFLEXx® 125, 


TYLENOL® 
prednisolone 1.0 mg. 


Sup lied: Tablets, scored, 
bottles of 36. 


Precautions: The utions and contra- 
indications that apply to all steroids should 
be kept in mind when prescribing PARAFON 


McNeil Laboratories, Inc + Philadelphia 32, Pa. 


_he’ll be pulling down his pa insoon thanks to 
pay again soon thanks to 
i 


REACHING FOR THOSE 
NEARLY PUT 
THE 


& Pe er reodari 


ad and plus APC 


ACTS FASTER — sill within 5-15 minutes. 
LASTS LONGER — usually 6 hours or more. MORE 
THOROUGH RELIEF — permits uninterrupted sleep 
through the night. RARELY CONS ES — excellent - 
_ for chronic or bedridden patients. VERSATILE—new 
“demi” strength permits dosage flexibility to meet each 
patient's specific needs. PERcopan-Demi provides the 
-Percopan formula with one-half the amount of salts 
dihydrohydroxycodeinone and homatropine. | Ge 
AVERAGE ADULT DOSE: 1 tablet every 6 hours. May be hab 
forming. Federal law permits oral prescription. 
Each Percopan* Tablet contains 4.50 mg. : 
dihydrohydroxycodeinone hydrochloride, 0.38 mg. 
dihydrohydroxycodeinone terephthalate, 0.38 mg. homatropine, 
terephthalate, 224 mg. acetylsalicylic acid, me. 
phenacetin, 


AND THE PAIN 
WENT AWAY FAST 


‘Literature? 
ENDO LABORATORIES 


Reaching for 9B 
shoes and other top 
shelf sizes is no 
joke...it gave me 
a terrible: kink 

in my back. 


Before the day was 
over, | could 
hardly stoop to push 
a shoehorn. 


| called my 
doctor that night 
and picked up 
the tablets he 
prescribed. 


The pain went away 
fast—in just 15 minutes 
—and | was back on 

the job the next 
morning! But not one 
9B customer came 

in the whole day! 
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how do age and sex influence evacuation of the gallbladder? 


Children and pre-adolescents, especially boys, have a faster emptying rate than 
adults. After puberty, the gallbladder of the male is slower in emptying—elderly 
women have a faster gallbladder evacuation rate than elderly men. 


“Source: Lichtman, S. S.: Diseases of the Liver, Gallbladder and Bile Ducts, ed. 3, Philadelphia, 
Lea & Febiger, 1953, vol. 2, p. 1178. 


GALLBLADDER EVACUATION IN THE ELDERLY* 
30 minutes after meal of egg yolk 


81% 65% 


EVACUATED EVACUATED 
(FEMALE) 


true hydrocholeresis plus reliable spasmolysis... 


DECHOLIN with Belladonna 


+ relieves the pain of smooth-muscle spasm 
steadies the “nervous gut” 
« facilitates biliary and pancreatic drainage 
available: DECHOLIN with Belladonna Tablets: dehydrocholic acid, AMES 


3% gr. (250 mg.) and extract of belladonna % gr. (10 mg.). 
Bottles of 100 and 500. 


for free-flowing “therapeutic bile’... 


DECHOLIN® 


Elkhart + Indiana 


(dehydrocholic acid, AMES) Toronto + Canade 


¢ medical and postoperative management of biliary tract disorders ( \ 
routine physiologic support for geriatric patients 
¢ constipation—natural physiologic laxation without catharsis 


available: DECHOLIN Tablets: dehydrocholic acid, AMES 3% gr. (250 mg.). 
Bottles of 100, 500 and 1000; drums of 5000. 
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AN AMES CLINIQUICK™” : 

CLINICAL BRIEFS FOR MODERN PRACTICE 

3 

rhinitis; 
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Dimetar 
potency 
side eff 
Bixir ( 
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| 


Dimetane works in 
all symptoms of allergic 
rhinitis; and in urticaria, 
atopic and contact) 
dermatitis. The summary 
conclusion of extensive 
clinical studies to date: 
Dimetane provides 
unexcelled antihistaminic 
potency with minimal 

side effects. 

Forms available: Oral: 
Extentabs® (12 mg.), 
Tablets (4 mg.), 

Bixir (2 mg./5 cc.). 
Parenteral: Dimetane-Ten 
Injectable (10 mg./cc.) 
or Dimetane -100 

Injectable (100 mg./cc.). 
A.W. Robins Co., Inc., 
Richmond 20, Virginia 


a 
of Merit Since 1878, 


46 SOUTHERN MEDICAL JOURNAL JUNE 1959 ve 


hemorrhoidal 


SUPPOSITO 


a suppository, such as Desitin, reduces straining at the 
stool by lubricating the anal canal.! 


conservative treatment is indicated! for mild to 
moderate symptoms of simple hemorrhoids, fissures, 
cryptitis, pruritus ani...in pregnant and other patients. 


DESITIN SUPPOSITORIES lubricate, soothe, protect, ease 
pain, itching... and aid healing (with Norwegian cod liver 
oil, rich in vitamins A and D and unsaturated fatty acids). 
Free from drugs which might mask serious rectal disease. 


Write for samples and literature!-3 


DESITIN CHEMICAL COMPANY 
| 812 Branch Ave., Providence 4, R. I. 
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Increased Hemoglobin 
LEGEND: (gm./100 cc.) 


(A) Patients receiving ferrous sulfate 
200 mg. q.i.d. showed average —- 
increase in hemoglobin of 1.5 gm. 


(B) Patients r g@R te-MF 
(15 mg. cobalt chloride and 100 mg. 
ferrous sulfate) showed average 
increase inh lobin of 2.7 gm. 


reased Hemoglobin 
FeSO. 
/VOO 


Improved 
iron 
utilization 
In anemia 


RUNG 


Each tablet contains: Cobalt chloride (Cobalt as Co....3.7 mg.)...15 mg. Ferrous sulfate, exsiccated...100 mg. 


Improves iron utilization by enhancing the formation 
of erythropoietin, the erythropoietic hormone 


Recent research':'* again emphasizes the role of cobalt as the 
only clinically proved agent which enhances erythropoietin formation. 

The acceleration of erythropoiesis with Roncovite therapy pro- 
vides optimal utilization of iron. 

Acting through this physiologic mechanism, Roncovite (cobalt- 
iron) therapy results in an increased production of red cells and hemo- 
globin—a better blood picture—a faster, more complete response than 
iron alone inthe common hypochromic anemias— menstrual anemia 
—anemia of pregnancy—nutritional anemia of infancy—and in anemia 
due to chronic infection or inflammation. *:+:5:°:7:® 


(1) Goldwasser, E.; Jacobson, L. O.; Fried, W., and Pizak, L. F.: Blood 13:55 (Jan.) 1958. (2) Gurney, C. W.; 
Jacobson, L. O., and Goldwasser, E.: Ann. Int. Med. 49:363 (Aug.) 1958. (3) Korst, D. R.; Bishop, R. C., and 
Bethell, F. H.: J. Lab. & Clin. Med. 52:364 (Sept.) 1958. (4) Ausman, D. C.: Journal-Lancet 76:290 (Oct.) 
1956. (5) Holly, R. G.: Obst. & Gynec. 9:299 (Mar.) 1957. (6) Holly, R. G.: Clin. Obst. & Gynec. 1:15 (Mar.) 1958. 
(7) Diamond, E. F.; Gonzales, F., and Pisani, A.: Illinois M. J. 113:154 (April) 1958. (8) Hill, JU. M.; La Jous, J., 
and Sebastian, F. J.: Texas J. Med. 51:686 (Oct. 1955. 
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..PROVED 
EFFICACY: 


EAR DROPS. 


3; neomycin ahd: 50 sodium propipmate per cc.—in 15 cc. dropper bottles. 
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AN OTIC SPECIALTY OF WHEPE LABORATORIES, INC., KENILWORTH, NEW JERSEY \ 
| 


- \~ : 
> 
i 
= 
VAGINAL GEL* VAGINAL a 
i 


BETADINE 


brand of Povidone-lodine, possesses broad-range germicidal activity 
against fungi, yeasts, bacteria, protozoa, and viruses. In the vaginal 
tract Betadine Vaginal Gel and Betadine Vaginal Douche kill 
trichomonas and monilia on contact and destroy common pathogens. 
Betadine is virtually nonirritating to vaginal mucosa. 


indicated: 
in the treatment of trichomoniasis, moniliasis and nonspecific vaginitis. 


advantages: 
* almost immediate relief from leukorrhea, pruritus; diminishes malodor 
* unsurpassed broad-range microbicidal activity 
¢ therapeutically active even in the presence of blood, pus, vaginal secretions 
* wetting action to assist penetration into vaginal crypts and crevices 


how to use: 
In the office: Swab the vaginal vault with Betadine Antiseptic, full strength. 


prescribe Betadine Vaginal Douche for therapeutic use as follows: 
Two (2) tablespoonfuls to a quart of lukewarm water once daily by the patient 
at home, for six days. On the seventh day, the patient returns for re-examina- 
tion and swabbing with Betadine Antiseptic; an additional week of therapeutic 
douching if necessary. 


prescribe Betadine Vaginal Gel as follows: Insert one (1) applicatorful 
of Betadine Vaginal Gel each night, followed by a douche the next morning, 
through the entire menstrual cycle. If further therapy is warranted, the gel 
should be continued only during the actual menses days of the following two 
menstrual periods. 


After the infection has been brought under control, the use of Betadine 
Vaginal Douche is recommended twice weekly at a dilution of one (1) table- 
spoonful to a quart of lukewarm water. 


established in 1905 
TAILBY-NASON COMPANY, INC., Dover, Delaware 
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: a 
TUBE WITH APPLICATOR 


new of of in effectiveness 
ode o in of 
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24 
: 
treats more patients more effectively 
evaluation OF Moa ogy CO at 
 ——s«RECAD offers a superior degree of anti-inflammatory effect with 4 
Note: Corticosteroid therapy is contraindicated in dendritic ulcer, herpes simplex and 1 
DIVISION OF MERCK. & CO., Inc’, PHILADEI 
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.lodides 
and hot liquids 
-[among| 
the best 
friends 
an asthmatic 


991 


ever had. 


FREE YOUR ASTHMATIC PATIENT 


FROM SECRETORY OBSTRUCTION 
ENCOURAGE BRONCHIAL EVACUATION 


solution and tablets iodinated glycerol, organically bound iodine 
THE WELL TOLERATED' IODIDE EXPECTORANT—“‘Wheezing” or ‘“‘hacking’’ coughs respond 
most favorably to specific antitussive medication plus the ‘excellent bronchial evacuants’”? 
—iodides—a most clinically effective type of expectorant.? For excellent results, add stable 
Organidin—organically bound iodine—to your favorite cough therapy. Organidin is better- 
tasting, better tolerated than inorganic iodides. Full dosage may be given immediately. ORGANIDIN 
solution is freely miscible with common syrups. supPLieD: Solution, bottles of 30 cc.; Tablets, 
bottles of 100. posace: See Physicians’ Desk Reference, 1959, p. 847. (1) Seltzer, A.: M. 
Ann. District of Columbia 26:17 (Jan.) 1957. (2) Segal, M. S.: J.A.M.A. 169:1063 (Mar.) 
1959. (3) McLean, J. A.: GP 18:128 (Dec.) 1958. For professional samples and literature write: 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 
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from pollen onset to 
... symptom- 


with 
METRETON 


“METI? STEROID-ANTIHISTAMINIC 
TABLETS NASAL SPRAY 


METRETON TABLETS 
with stress-supportive vitamin C 
for systemic therapy intensive enough even 


in resistant allergies. 
supplied 
METRETON® Tablets, bottles of 30 and 100. 


Each METRETON Tablet contains 2.5 mg. prednisone, 
2 mg. chlorprophenpyridamine maleate, and 75 mg. 
ascorbic acid. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 


first “killing” frost 
controlled summer 


Hay fever patients and others with resistant 
summer allergies obtain superior relief 
from combined ‘Meti” steroid-antihista- 
minic action. 


METRETON NASAL SPRAY 
for rapid, sustained relief from allergic 
nasal symptoms without sympathomimetic 
or vasoconstrictor side effects. 


supplied 
METRETON Nasal Spray, 15 cc. squeeze bottle. 


Each cc. of METRETON Nasal Spray contains 2 mg. 
(0.2%) prednisolone acetate and 3 mg. (0.3%) chlorpro- 
phenpyridamine gluconate. 

Meti,® brand of corticosteroids. 


NOW 

new way 
to relreve pain 
and stiffness 
an muscles 


and joints 


INDICATED IN: 


MUSCLE STIFFNESS 
LUMBOSACRAL STRAIN 
SACROILIAC STRAIN 
WHIPLASH INJURY 
BURSITIS 

SPRAINS 
TENOSYNOVITIS 


FIBROSITIS 


FIBROMYOSITIS 


LOW BACK PAIN 
DISC SYNDROME 


SPRAINED BACK 


“TIGHT NECK” 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 
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w Exhibits unusual analgesic properties, different from those 


of any other drug Specific and superior in relief of SOMAtic pain 


a Modifies central perception of pain without abolishing natural 


defense reflexes m Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methy!-2-propyl-1, 3-propanediol dicarbamate 


m More specific than salicylates gg Less drastic than steroids 


m More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SoMa is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with SoMA than with any previously used analgesic, sedative or 
relaxant drug. 

Soma also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY SAFE. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy on high dosage. 


EASY TO USE. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


: SUPPLIED: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples on request. 


WJ WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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the hypertensive 


ONE 
FOUR TIMES A DAY... 


PROVIDES the established, safe daily 
dose of reserpine in ambulant 
hypertensives. ‘Will not increase 
gastric acidity. 


} PROVIDES a full, continuous, supple- 
mentary mild sedation. 


EACH Solfo-serpine tablet (yellow 
and embossed with figure of snake) 
contains 0.06 mg. reserpine, 4 gr. 
phenobarbital, and Nw gr. 

sulfur. 


wm. P. Poythress Co., inc. 


RICHMOND 17, VIRGINIA 
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al RHINALL NOSE DROPS 


Baas For quick, effective relief of nasal congestion 

Safe for both children and adults, Rhinall Nose Drops are pleasant to use, 
pple- provide ventilation and drainage without irritation of the ciliated epithelium. 
| no burning or irritation e no risk of sensitization 

no bad taste or after reactions 

yellow SUPPLIED: one-ounce dropper bottle: %-ounce plastic spray bottle. 
nake) 
et. 
lloidal 


RHINOPTO COMPANY 
3905 Cedar Springs 
Dallas, Texas 


Contains: 
Phenylephrine Hydrochloride 0.15% 
“Propadrine” Hydrochloride 0.3% 
in an isotonic saline menstruum 


ss 
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LUTREXIN has been used successfully in dysmenorrhea'* 
for the past six years, as well as in premature labor** and 
threatened and habitual abortion’. 


LUTREXIN exerts an indirect, as well as a direct, relaxing 
action on the uterus by blocking the pituitary hormones.’ 


LUTREXIN administered orally decreases uterine contrac- 
tions within thirty minutes. 


LUTREXIN is a naturally occurring, non-steroid, uterine 
relaxing hormone, biochemically different from other 
Ovarian hormones. 


1. Jones, G. S. and Smith, F.: Am. J. Obstet. Gynecol., Vol. 67, No. 3, 628- 
633, 1954. 


2. Jones, Scott S.: Northwest Medicine, Vol. 54, 1253-1254, 1955. 
= — J.T. and Jennings, T.: Obstetrics & Gynecology, Vol. 5, No. 5, 
1 


4, ao J.T. and Jennings, T.: Obstetrics & Gynecology, Vol. 9, No. 3, 


5. Hardy, E. D.: to be published. 
6. Trythall, S. W.: The Journal-Mich. State Med. Soc., p. 711, 1958. 
7. Bryant, H. H.: to be published. 


id vivo pleasdrement of LUTREXIN 
n coptracting uterine muscle 
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Management of Portal Hypertension 
with Bleeding Esophageal Varices* 


PAUL T. DECAMP, M.D., and WILLIAM D. DAVIS, M.D.,+ New Orleans, La. 


Massive hemorrhage from the upper gastrointestinal tract demands an accurate and early 


diagnosis. The authors believe that definitive surgical treatment is in order after several days 


MASSIVE HEMORRHAGE of the upper gastroin- 
testinal tract is always serious. Bleeding from 
esophageal varices is often extremely severe; 
if such hemorrhage complicates advanced 
cirrhosis of the liver, the situation is particu- 
larly critical and any error in management 
may contribute to a fatal outcome. With 
early accurate diagnosis, prompt control of 
bleeding and early institution of definitive 
surgical therapy, the condition may be con- 
trolled and further hemorrhage prevented in 
a high percentage of cases without undue 
hazard to the patient. Our approach to this 
problem has gradually become more vigorous 
and, we believe, more successful. Important 
aspects of management of these patients will 
be emphasized and illustrated by our results 
in 52 surgical procedures on 41 consecutive 
patients seen in the Ochsner Clinic during a 


period of fifteen years, ending October 1, 
1958. 


Diagnosis 


Because the bleeding from esophageal or 
gastric varices can be controlled promptly by 
balloon tamponade, vigorous efforts should 
be made to localize accurately the site of 
hemorrhage. Hematemesis is common, but if 
only melena is present, gastric lavage will 
frequently demonstrate the presence of bleed- 
ing of the upper gastrointestinal tract. A his- 


Medical Association, Fifty-Second Annual Meeting, New Or- 
leans, La., November 3-6, 1958. 


+From the Department of Surgery and Section on Gastro- 


enterology, Ochsner Clinic, New Orleans, La. 


used in preparing the patient. In their experience the surgical mortality is of a moderate order. 


*Read before the Section on Gastroenterology, Southern 


tory suggesting peptic ulceration, hepatic dis- 
ease or alcoholism is helpful. Epigastric ten- 
derness suggests peptic ulceration. Cutaneous 
stigmas suggest cirrhosis of the liver. Hepa- 
tomegaly or ascites increases this suspicion. 
Demonstration of a small liver is extremely 
suggestive of bleeding esophageal varices. 
Splenomegaly may be present in patients with 
intrahepatic or extrahepatic portal obstruc- 
tion. 


FIG. 1 


Esophagogram demonstrating esophageal varices. 
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If there is doubt regarding the diagnosis, 
immediate radiographic examination should 
be done, at least of the esophagus and, when 
possible, of the stomach and duodenum as 
well. This need be neither time consuming 
nor traumatic and will usually demonstrate 
esophageal varices if present (Fig. 1). Equiv- 
ocal results are an indication for immediate 
esophagoscopy. Chemical tests may be per- 
formed to determine the presence and degree 
of hepatic disease if that is suspected. These 
studies require more time and are not part 
of the program of the immediate control of 
bleeding. They aid in the differential diag- 
nosis of extrahepatic and intrahepatic portal 
obstruction and in determining the severity 
of hepatic impairment. Balloon tamponade is 
unsatisfactory as a diagnostic procedure, as it 
gives presumptive evidence only. The degree 
of splenic venous hypertension can be de- 
tected by splenic manometry.! Splenopor- 
tography accurately localizes obstruction of the 
portal bed (Figs. 2 and 3). Because of the 
danger of bleeding, we prefer to perform 
these two procedures immediately before 
operation, but early demonstration of hyper- 
tension in the splenic pulp may be of great 
help in establishing the diagnosis in a doubt- 
ful case. The importance of prompt accurate 


FIG. 2 


Splenoportogram demonstrating a patent portal vein. 
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FIG. 3 


Splenoportogram with no filling of the portal vein. 


diagnosis cannot be overemphasized. A tragic 
outcome may ensue if the correct diagnosis is 
not recognized and definitive therapy is there- 
fore delayed, or ill-advised surgical treatment 
attempted. 


Emergency Therapy 


As soon as a diagnosis of bleeding esopha- 
geal varices is made, immediate control and 
treatment of the hemorrhage are imperative. 
We have been able to control bleeding satis- 
factorily with the use of a double balloon 
tube of the Sengstaken type. After the tube 
has been inserted, the gastric balloon should 
be fully inflated and gentle traction exerted 
against the cardia. The esophageal balloon 
should then be inflated to a pressure of 40 
mm. of mercury and the balloon tube 
clamped. Periodically, the pressure in_ this 
balloon should be checked against a mercury 
manometer. If blood continues to return 
through the gastric tube, tamponade is inade- 
quate and adjustments must be made. The 
pressure in the esophageal balloon should re- 
main steady, since fluctuations in pressure 
may cause bleeding. Certain dangers are in- 
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herent in use of the balloon tamponade. A 
high incidence of pressure necrosis has been 
reported.? In our series only one moderately 
serious complication occurred. After use of 
tamponade for 10 days a moderate esopha- 
geal stricture developed which required dila- 
tion on several occasions. Another serious 
danger is that of inadequate distention, leak- 


age or explosion of the gastric balloon, so that’ 


the esophageal balloon slides upward into 
the pharynx where it blocks the airway. An 
attendant should always be in the room with 
such a patient, and he must be carefully in- 
structed to cut completely across all tubing if 
the patient shows evidence of severe respira- 
tory distress. Oral feeding is contraindicated 
as food cannot pass through the esophagus 
but will be aspirated into the lungs. 

As soon as bleeding has been controlled, 
the blood in the intestine should be promptly 
evacuated by purgation. The intestinal con- 
tents should be sterilized as rapidly as pos- 
sible by vigorous enteral and parenteral 
antibiotic therapy. If there is clinical or lab- 
oratory evidence of elevation of the concentra- 
tion of ammonia in the blood, appropriate 
steps should be taken to correct this. 


Vigorous and adequate replacement of 
whole blood is imperative. Great care must 
be taken to avoid citrate toxicity, which read- 
ily occurs in cirrhotic patients who receive 
citrated blood rapidly. Calcium therapy pro- 
vides inadequate protection. There is abund- 
ant evidence that citrate toxicity can readily 
develop under these circumstances and indeed 
prove lethal.6 The damaged liver cannot 
metabolize citrate rapidly. The blood level 
rises and poisons the myocardium. This 
causes a fall in blood pressure, or failure of 
the blood pressure to rise after blood trans- 
fusion in the face of rising venous pressure. 


MANAGEMENT OF BLEEDING ESOPHAGEAL VARICES—DeCamp and Davis 629 


Fresh heparinized or decalcified blood obvi- 
ates this danger and is indicated whenever 
multiple transfusions must be given rapidly. 


Definitive Therapy 


After the bleeding point has been con- 
trolled, the blood evacuated from the “‘steri- 
lized” bowel, and adequate blood given, at- 
tention can be directed to definitive therapy 
to prevent recurrent bleeding. In the past we 
usually removed the balloon tube after 3 to 
5 days and tried to rehabilitate the patient 
during the next few weeks before perform- 
ing definitive surgical treatment. Unfortu- 
nately, bleeding recurred all too frequently 
during this interval. 

Because a venous decompressive procedure 
is a major vascular operation, many stop-gap 
operations have been used. Early in our series 
we employed many types of temporizing sur- 
gical procedures. These included  splenec- 
tomy alone, splenectomy with ligation of the 
coronary vein, and ligation of the splenic and 
gastric arteries combined with ligation of the 
coronary vein with or without splenectomy. 
The hepatic and splenic arteries were ligated 
in one patient and transesophageal suture of 
the varices was performed in three. The mor- 
tality rate for these temporizing procedures 
was surprisingly high, and almost without 
exception the operation failed to prevent re- 
current hemorrhage (Table 1). Actually, these 
were formidable procedures in themselves 
and are contraindicated because of their un- 
reliability in preventing recurrent bleeding. 

Our results with more definitive proced- 
ures, such as portacaval shunt, splenorenal 
shunt or esophagogastrectomy, have been 
much more satisfactory (Table 1). The inci- 
dence of recurrent hemorrhage has been sig- 
nificantly reduced, and with wider experi- 


TABLE 1 
RESULTS OF SURGICAL TREATMENT 
F 
PORTAL HYPERTENSION AND BLEEDING ESOPHAGEAL VARICES 


Number P. O. 
Cases Deaths 
Unsatisfactory Procedures 
Temporizing procedures 21 7 
Small vessel shunts 2 1 
Satisfactory Procedures 
Portacaval shunt 15 3 
Splenorenal shunt 9 0 
Esophagectomy 1 
Total 29 4 


Late Deaths P.O. 
Related Unrelated Bleeding 


1 1 14 
1 1 


2 good results 


2 1 5 
2 
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ence in preoperative, operative and postoper- 
ative management of these patients, the oper- 
ative risk has not proved excessive. 

The hepatic status of these patients is of 
critical importance. Many cirrhotic patients 
are in reasonably good physical condition 
before the onset of their first massive gastro- 
intestinal hemorrhage. If the diagnosis is 
promptly made, the bleeding controlled, and 
the blood rapidly replaced, the patient’s con- 
dition will not seriously worsen and usually 
in the course of a few days will stabilize suf- 
ficiently so that definitive surgical treatment 
may be instituted. Needle biopsy of the liver 
assists in evaluation of the cirrhosis. If the 
clinical evaluation and the result of biopsy 
of the liver indicate that little improvement 
in hepatic function can be expected, even 
with a careful medical regimen, immediate 
operation should be considered even though 
the hepatic function is below desirable stand- 
ards. 

Selection of candidates for operation and 
timing of the operation are extremely diffi- 
cult. Obviously, the patient with relatively 
good hepatic function is the ideal candidate 
for operation, and patients in whom hepatic 
failure is evident must not be subjected to a 
major operation under any circumstances. 
The difficulty arises in patients whose hepatic 
function is poor but in whom maximum im- 
provement has been achieved and one or 
more acute bleeding episodes presage an in- 
evitable decline. A considerable operative 
risk must be at times accepted in such cases. 
Disappointments occur but success is ex- 
tremely rewarding. Adequate preparation of 
the patient is mandatory and accurate _pre- 
operative diagnosis of the site of portal ob- 
struction is essential. 


The operation must be carefully planned 
and expeditiously performed, and every effort 
should be made to prevent operative and 
postoperative complications. Since the margin 
for survival of the patient is so narrow, the 
slightest error may mean death. Of the 3 
deaths after portacaval shunts in our series, 
the one that occurred in a 90 year old patient 
was attributable to a mistaken preoperative 
diagnosis because of concomitant gastric ulcer 
and hiatal hernia, and partly to failure to 
demonstrate partial thrombosis of the portal 
vein before definitive surgical treatment. In 
the second patient, who had hemochromatosis 
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and severe cirrhosis with ascites, the post- 
operative electrolyte replacement was inade- 
quate and contributed to extensive systemic 
venous thrombosis. In the third patient, seri- 
ous operative hemorrhage contributed  sig- 
nificantly to the patient’s demise. In the only 
death after esophagectomy, postoperative as- 
piration of gastric contents contributed sig- 
nificantly to the fatal outcome from hepatic 
failure. 

Definitive surgical treatment was accom- 
plished in 25 other patients. All but 4 of these 
had cirrhosis of the liver and in several the 
preoperative hepatic status was precarious, 

The primary objective of a venous shunt- 
ing procedure is to reduce the portal hyper- 
tension. We _ prefer end-to-side portacaval 
shunt because it seems to do this most effec- 
tively with the least hazard of re-occlusion. 
In our experience this procedure has not con- 
tributed significantly to hepatic failure, al- 
though signs of ammonia intoxication may 
develop if the protein intake is too high. The 
vascular resistance within the liver is such 
that if an adequate shunt is made into the 
venous system, no portal venous blood will 
pass through the liver even though the nor- 
mal portal channel is preserved, as in a side- 
to-side portacaval shunt or a_ splenorenal 
shunt. This has been emphasized by others‘* 
and has been confirmed by our own observa- 
tions. It has been regularly observed that after 
the portal vein has been cross-clamped for a 
few minutes, the pressure between the clamp 
and the liver is always significantly higher 
than in the vena cava and has always been 
higher than the ultimate portal pressure after 
creation of a portacaval shunt. For instance, 
in one of our patients the pressure of the un- 
occluded portal vein was 450 mm. of water. 
On the hepatic side of the occluded portal 
vein the pressure was 180 mm. of water. At 
the same time the pressure in the vena cava 
was 90 mm., and after an end-to-side porta- 
caval shunt had been established, the pressure 
in the portal vein was 140 mm., or 40 mm. 
less than the apparent intrinsic vascular re- 
sistance within the liver. If a drop in pres- 
sure of similar magnitude had been obtained 
by side-to-side portacaval shunt or a spleno- 
renal shunt, it is difficult to conceive of any of 
the portal venous blood passing through the 
liver. Actually blood, presumably coming from 
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the hepatic artery, would flow out of the liver 
through the portal vein. 

In the absence of a patent portal vein the 
splenic vein is suitable for venous decom- 
pression. We have noted that the medial third 
of the splenic vein is much more satisfactory 
than the lateral third for the performance of 
this shunt. Laterally, the vein is fragile and 
easily torn. In addition, the pancreas must be 
twisted down to meet the renal vein, or the 
splenic vein must be dissected out of the bed 
of the pancreas for a considerable distance. 
We have at times not been satisfied with the 
degree of portal venous decompression after 
such a shunt. The splenic vein in its medial 
third is a larger vessel and has a much more 
substantial wall. This portion of the vein is 
readily found by tracing the inferior mesen- 
teric vein upward, and it is readily dissected 
out of the upper margin of the pancreas. It 
may be transected, brought down and sutured 
end-to-side to the renal vein to provide an 
excellent shunt. This technic has the addi- 
tional advantage that it may be performed 
either through the anterior approach or 
through the left lateral approach. Removal 
of the spleen is optional. This technic is par- 
ticularly indicated in small children with 
portal vein thrombosis. In these cases the 
splenic vein is the only available vein and 
because of the small size of the vessel, throm- 
bosis is prone to occur.’ Using the larger and 
sturdier medial segment of the vein is more 
apt to result in sustained patency of the 
shunt. 


If neither the portal nor the splenic vein 
is available for venous decompression, our 
experience has been, as has that of others, 
that use of other smaller veins for shunts is 
unsatisfactory. The two operations that we 
have performed in this way have both been 
failures. 


In our 24 cases of portacaval or splenorenal 
shunts, bleeding occurred some time after 
operation in seven. Bleeding occurred in all 
3 patients who died after portacaval shunts, 
mentioned earlier. In one patient, the partial 
thrombosis of the portal vein became com- 
plete after operation in spite of open porta- 
caval anastomosis. In another case, ascending 
venous thrombosis of the iliac veins and vena 
cava finally involved the stoma of the porta- 
caval shunt. In the remaining early postoper- 
ative death and in one late death due to bleed- 


MANAGEMENT OF BLEEDING ESOPHAGEAL VARICES—DeCamp and Davis 631 


ing, hemorrhage apparently occurred from 
varices in spite of patent functioning porta- 
caval shunt. This emphasizes that portal hy- 
pertension is only one factor causing bleeding 
from varices, and also indicates that in cases 


of postoperative hemorrhage recurrent bleed- 


ing from varices must be suspected, an accur- 
ate diagnosis immediately established, and if 
indicated esophageal tamponade employed. 


In one child who had a splenorenal shunt 
hemorrhage recurred at 6 months and throm- 
bosis of the shunt was found. In another 
patient hemorrhage recurred, apparently 
from a duodenal ulcer. One patient who had 
esophagectomy has chronic iron deficiency 
anemia, which is probably associated with 
bleeding from peptic esophagitis. Neverthe- 
less, bleeding has not recurred in 75% of the 
patients who had definitive surgical treat- 
ment. There have been a number of late 
deaths but these were, except as indicated 
earlier, due to natural progression of the 
hepatic disease or to other causes. 


Conclusions 


Our experience indicates that prompt ac- 
curate diagnosis is imperative in all patients 
with massive hemorrhage of the upper gastro- 
intestinal tract. With prompt control of 
hemorrhage from bleeding esophageal va- 
rices, adequate replacement of blood and 
sterilization of the intestinal tract, a consider- 
able number of even cirrhotic patients may 
be prepared for definitive surgical treatment 
in the course of a few days. The hazards of 
such definitive procedures are not excessive 
and a significant reduction in the bleeding 
tendency follows. 
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Pathogenesis of Disintegration of the 
Hip in Sickle Cell Anemia: 


MARY SHERMAN, M.D.,t New Orleans, La. te 


The minority of patients having sickle cell anemia live long enough to have permanent damage 
to joints, usually the hips. From this study it appears that the damage to the joint and 
head of the femur is related to the pathologic changes in the small vessels and attendant 


focal hemorrhage. 


Most PATIENTS who have sickle cell disease die 
before irreversible changes in the joint be- 
come evident.1 A few fortunate enough to 
have a milder form of the disease may survive 
until old age without the development of 
articular breakdown.? This paper is con- 
cerned with the rare patient who suffers 
permanent damage to joints, and with the 
mechanisms by which this damage is pro- 
duced. 


Major changes customarily occur in the 
hips of these patients and they present a 
roentgenographic appearance similar to that 
seen in the aseptic necrosis which so often 
follows fractures of the femoral neck. Be- 
cause of this it has been assumed that the 
pathogenesis of the two conditions is the 
same, that is, total death of the head (due, 
in the first instance, to mechanical disruption 
of the major vessels and, in the second, to 
their occlusion by thromboses of sickled cells) 
followed by partial replacement and conse- 
quent breakdown.* Yet it has been noted 
repeatedly at the autopsy table that throm- 
boses of large vessels are conspicuously lack- 
ing in those who die during sickle cell 
crisis.*-+° Furthermore, the areas of increased 
density of bone, which have been labeled 
infarcts, often do not correspond to any 
known distribution of arterial supply. 

Young children with sickle cell disease 
almost always complain of articular pains 
during crises, but at this age roentgeno- 
graphic changes, if present at all, are usually 
limited to increased radiolucency of the 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fifty-Second Annual 


Meeting, New Orleans, La., November 3-6, 1958. 


+From the Department of Orthopedics, Ochsner Clinic, New 
Orleans, La. 
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bones.® This is attributable to the general- 
ized hyperplasia of the hematopoietic mar- 
row.! Demonstrable changes in joints usually 
do not appear until considerably later, often 
at about the time of adolescence.® This may 
be because the ossification center of the 
capital femoral epiphysis of the young child 
is small, and enveloped in a thick layer of 
cartilage which is capable of sustaining it- 
self on the synovial fluid and of maintaining 
its shape whatever the state of the tissues 
beneath. 


Once articular breakdown has become well 
established, conservative treatment seems to 
produce little improvement. The patient be- 
comes progressively more disabled until he 
may become bedridden. For such a patient 
only major surgical reconstruction offers any 
hope. 


FIG. 1 


(Case 1) 


Roentgenogram of the pelvis shows that the 
superior central portion of the left femoral head is much 
denser than the rest of the bones; it is separated from them 
by a radiolucent area. 
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FIG. 2 


(Case 1) (A) Photograph of the cut head shows the dense 
central fragment separated from the neck by a band of tissue 
that contains pearly-white fibrocartilage. The articular carti 
lage is depressed about the margins of the fragment. (B) 
Photograph of microscopic section of the femoral head. Note 
that the gross architecture of the separated central fragment 
is unchanged, as is the overlying articular cartilage. The 
fibrocartilaginous band containing fragments of trabeculae is 
clearly seen as is the hypertrophy of the bone immediately 
below it. Elsewhere the trabeculae are atrophic, the articular 
cartilage is thin, and the spaces between the trabeculae are 
full of red marrow. 


Case Reports 


Case 1. This 16 year old negro girl had had severe 
generalized crises several times each year since the age 
of one year.* The usual attack was characterized by 
fever, nosebleed, and pains in many joints. 


At the time of admission she complained of pain in 
the left hip that no longer subsided when the crises 
were over. Motion of this hip was limited and so 
painful that the patient could no longer walk. The 
roentgenogram (Fig. 1) shows a picture which has 
often been called osteochondritis dissecans of the hip. 


The femoral head was excised and replaced by a 
prosthesis. A photograph of the cut surface of the 
head shows that the articular cartilage is wrinkled 
about a segment of dense bone which appears to be 
separated from the rest of the head by gelatinous soft 
tissue and an underlying zone of sclerosis (Fig. 2, A). 


*It is of interest that all 3 patients discussed here had the 
S-S pattern of hemoglobin. All were studied and treated at 
the Charity Hospital of New Orleans. 
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FIG. 3 


(Case 1) Photomicrograph of the central portion shows the 
dead trabeculae. The marrow has all disappeared and the 
spaces are filled with calcific debris. The cells deep in the 
articular cartilage seem to be disintegrating, but those on 
the surface appear viable. 


Microscopic section substantiates this interpretation 
(Fig. 2,B). A photomicrograph shows that the su- 
perior segment of bone and cartilage is indeed dead 
(Fig. 3). Beneath it is a zone of fibrous granulation 
tissue that contains fragments of fractured trabeculae. 
Immediately under the soft tissue, the zone of 
sclerosis is evident (Fig. 2,B). In the rest of the 
head, where hematopoietic marrow is evident, there 
is everywhere a combination of large areas of necrotic 
bone, together with extensive replacement by new 
living bone. 


Comment. Evidently this head has under- 
gone the classic sequence of total necrosis, 
partial replacement and, with the stress of con- 


FIG. 4 


(Case 1) Photomicrograph of the synovial membrane shows 
the increase in vessels of all sizes and the marked distention 
of the vessels of capillary size. Perivascular inflammatory 
reaction, interstitial hemorrhage, and fibrosis are present. 
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FIG. 5 


(Case 2) (A) Roentgenogram of the pelvis at the time of admission shows gross changes in the right hip. Irregular increase 
in density and breakdown of the superior portion of the femoral head are present. It is this roentgenographic appearance 
that has been called ‘“‘aseptic necrosis of the head.’’ (B) Roentgenogram of the pelvis made 6 months after attempted fusion 
of the right hip. The patient had been in bed in a plaster spica. There is now apparent a large dense spot within the left 


femoral head. The shadow of the joint space is still evident. 


tinued weight-bearing, pathologic fracture at 
the advancing margin of the weak replace- 
ment zone.? One can speculate that perhaps 
the arteries supplying the head were em- 
barrassed by occlusion of their own capillary 
supply.$ 

An additional mechanism of destruction is 
found in the synovial membrane (Fig. 4). As 
elsewhere in the body, capillary thrombosis 
has been followed by focal endothelial 
necrosis, disruption of the wall, and inter- 
stitial hemorrhage. As a result of this there 
has been set up chronic inflammation of the 
synovial membrane which grows as a pannus 

‘to attack the surface of the articular 
cartilage. 

That this is not the only pattern of de- 
struction is shown by the next case. 

Case 2. A 14 year old negro boy had had sympto- 
matic sickle cell disease since he was 5 years old. He 
had frequent crises characterized by polyarthritis and 
cardiac symptoms. 

When he was about 12 years old he began to have 
persistent pain in the right hip which, in a few 
months, had become so severe that he had to use 
crutches. The roentgenogram shows considerable 
surface destruction of the femoral head and distortion 
of the acetabulum (Fig. 5,A). The left hip appears 
normal. Fusion of the right hip was done, and the 
patient remained in bed in a plaster spica for 6 
months. The roentgenogram made 6 months post- 
operatively shows pronounced changes in the left 
hip (Fig. 5, B). These include narrowing of the 


shadow of the articular space, gross distortion of the 
surfaces of the femoral head and acetabulum, and a 
large dense area within the femoral head. 

During fusion of the right hip a slice through the 
head was removed (Fig. 6). Where the subchondral 
plate should be, there is a zone of hemorrhage that 
is partially organized into fibrous tissue. This layer, 
in which are found ground-up trabeculae and erratic 
formation of new bone, has separated off a good 
portion of the cartilage. The head does not show 


FIG. 6 


(Case 2) Photograph of microscopic section through the 
right femoral head (Fig. 5, A). Note that the wrinkled 
articular cartilage is separated from the head by a zone of 
fibrous granulations in which are found ground-up bone 
debris and random new bone formation. Beneath the fibrous 
granulations is a narrow zone of bone sclerosis. The rest of 
the architecture is relatively undisturbed and there is only 
one marginal focus of red marrow. At the edge of the 
articular surface can be seen the thickened synovial tissues. 
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FIG. 7 


(Case 2) Photomicrograph of an area just below the fibrous 
granulations (Fig. 6). The bone is viable. There is edema 
and the fatty marrow and the capillaries are distended with 
sickled red cells. At several points, it can be seen that the 
capillary endothelium is disintegrating and focal hemorrhage 
is beginning. 


necrosis in any region. The marrow is edematous 
and, in addition to the capillaries which are stuffed 
with sickled red cells, shows infiltration with plasma 
cells and also a large amount of hematopoiesis. There 
are islands of interstitial hemorrhage that are due 
to leaks through capillary walls, rendered necrotic by 
the anoxia secondary to plugging by masses of sickle 
cells (Fig. 7). This is exactly the same process which 
has been seen in the viscera but it is more evident 
here because the rigidity of the bone structure pre- 
vents collapse.4 


FIG. 8 


(Case 2) Photograph of the superior surface of the left 
femoral head (Fig. 5, B). The missing articular cartilage 
has been completely loosened from the bone and it was 
lifted out with forceps. Note the thickened synovial pannus 
at the margins of the remaining cartilage. 
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The left femoral head was excised and replaced by 
a prosthesis (Fig. 8). The articular cartilage was all 
present, but the portion that lay over the large de- 
nuded area was completely separated from the head 
and was lifted out with forceps. At the margins of 
the head the thickened, red synovial membrane was 
beginning to grow across the surface. In addition to 
the surface effect of the pannus one sees another pat- 
tern of destruction. At the level where articular 
cartilage still remains there is no hemorrhage (Fig. 9). 
Instead one sees the growth of nonspecific subchondral 
granulations like those seen in response to rheumatoid 
arthritis, tuberculosis, and many other articular 
disturbances.9 These granulations in several places 
separate the cartilage from the subchondral plate 
which, in its turn, is being invaded and destroyed. 

The dense spot that is so prominent in the roent- 
genogram is identified in the serial sections as an 
infarct which, since it is isolated in the interior of 
the head and surrounded by living bone and rich red 
marrow, must have resulted from a focal disturbance 
and not from occlusion of afferent vessels (Fig. 10). 
It is composed of the usual necrotic trabeculae in a 
bed of acellular fibrous tissue which has undergone 
spotty calcification (Fig. 11). In its periphery there 
is also new bone laid down on the old dead trabe- 
culae. Together these phenomena explain the roent- 
genographic picture adequately. But the symptoms 


FIG. 9 


(Case 2) Photomicrograph from the margin where articular 
cartilage remained in place (Fig. 8). The surface cells are 
proliferating in irregular fashion and merge with fibrinous 
pannus. Beneath the subchondral plate, ‘“‘non-specific granu- 
lations’ are eroding the plate and beginning to attack the 
depths of the cartilage. 
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(Case 2) Photograph of a microscopic section of the head 
shown in figure 8. The dense spot seen in the roentgeno- 


gram (Fig. 5, B) is represented by a focus of dead trabec- 
ulae in amorphous acellular collagenized tissue which is 
surrounded by hypertrophic bone. This hypertrophic zone is 
made up of old dead trabeculae thickened by deposition of 
new viable bone and by calcification in the inactive fibrous 
tissue. Again, there is visible one area of red marrow. 


referable to this hip must have been due to the 
changes within the joint, and not to the buried 
infarct. 

Case 3. The last patient, a 21 year old negress, 
like the other patients, had a long history of crises ac- 
companied by transient arthralgia, but she had never 
had residual articular symptoms. She had been preg- 
nant for 3 months when she was injured in an 
automobile accident. After emergency treatment she 
appeared to be convalescing satisfactorily. 

However, on the ninth day after the accident she 
had a miscarriage, shock developed and she died 
within a few hours. The upper femur, recovered at 
autopsy, was grossly normal. The microscopic section 
shows that the trabeculae are thickened but fewer 
than normal (Fig. 12). Everywhere there are infarcts 
of varying sizes and ages (Fig. 13). There is a suf- 
ficient amount of destruction beneath the articular 


FIG. 11 


(Case 2) Photomicrograph of the margin of the infarct seen 
in figures 5, B and 10. The trabeculae are heavy because of 
the dense new bone formed on the necrotic fragments. In 
the inactive fibrous tissue of the marrow spaces, calcification 
is seen. 
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cartilage so that surface collapse must have been 
imminent (Fig. 14). 


Summary and Conclusions 


1. Breakdown of the hip joint in patients 
with sickle cell disease appears to depend 
upon several mechanisms, all of which are 
secondary to local damage to extremely small 
vessels. 

(A) There may be complete interruption 
of the circulation to the head (perhaps due 
to damage to the vasa vasorum, focal 
hemorrhage in soft tissue, and inflammatory 
changes. This may be followed by the classic 
picture of creeping replacement and_ late 
pathologic fracture at the advancing margins 
of revascularization. 

(B) Focal hemorrhage that is small enough 
to be rapidly reorganized may leave no trace 
in bone. But if it is in the subchondral regions, 
it may separate off the articular cartilage. 
Nonspecific granulations contribute to these 
effects. 

(C) Focal hemorrhage anywhere within 


FIG. 12 


(Case 3) Photograph of a section through the head and 
neck of the femur. There is no gross disturbance of archi- 
tecture, but the trabeculae are too coarse and the spaces 
between them too large. There is red marrow throughout. 
The apparent thickening of the cortex of the neck is due to 
the oblique plane of the section. 
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(Case 3) Photomicrograph from the interior of the head. 
There is a large central trabecula which has no osteocytes, 
but it is surrounded by viable bone. At the left is living 
hematopoietic marrow. At the lower right is an area of 
hemorrhage, while at the upper right is seen a localized 
recent infarct. 


the bone, if the area of destruction is too 
large to be absorbed completely, may result 
in a persistent infarct which is visible roent- 
genographically. Whether it contributes to 
the symptoms and to structural breakdown 
depends upon its location. 

(D) Chronic synovitis also due to focal 
hemorrhage activates the synovial membrane 
to grow across the articular surface as a 
pannus and destroy the cartilage from above. 

2. The roentgenographic appearance of 
scattered areas of increased density may de- 
pend upon: 

(A) Random infarcts and their hypercalci- 
fications. 


(B) Reparative new bone formation de- 
posited upon unaltered dead trabeculae. 


FIG. 14 


Photomicrograph of an area where the subchondral plate has 
n completely destroyed by “non-specific granulations” 
which are now attacking the depths of the articular cartilage. 
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(C) The grinding up of sequestra and 
deposition of bone dust in the marrow spaces. 

3. The roentgenographic appearance of 
areas of decreased density may depend upon: 

(A) Replacement of focal areas of 
hemorrhage by organized granulation tissue. 

(B) Absorption of trabeculae by areas of 
active hematopoiesis. 

4. By the time that these phenomena have 
produced significant roentgenographic evi- 
dence of joint breakdown, even prolonged 
protection of the hip cannot be expected to 
result in much improvement. 


References 


1. Diggs, L. W., Pulliam, H. N., and King, J. C.: The 
or Changes. in Sickle Cell Anemia, South. M. J. 30:249, 


2. Smith, E. W., and Conley, C. L.: Sicklemia and In- 
farction of the Spleen during Aerial Flight, Bull. Johns 
Hopkins Hosp. 96:35, 1955. 

3. Bauer, J.: Sickle Cell Disease. Pathogenic, Clinical and 
Therapeutic Considerations, Arch. Surg. 41:1344, 1940. 

4. Diggs, L. W., and Ching, R. E.: Pathology of Sickle 


Cell Anemia, South. M. J. 27:839, 1934. 

Kimmelstiel, P.: Vascular Occlusion and Ischemic In- 

farction in Sickle Cell Disease, Am. J. M. Sc. 216:11, 1948. 

6. Ferguson, A. D., Carrington, H. T., and Scott, R. B.: 

Studies in Sickle Cell Anemia. A Clinical Review, M. 

Ann. District of Columbia 24:517, 573, 1955. 

Sherman, M. S., and Phemister, D. B.: The Pathology 

of Ununited Fractures of the Neck of the Femur, J. Bone 

& Joint Surg. 29:19, 1947. 

8. Diggs, L. W., and Vorder Bruegge, C. F.: Vascular 
Occlusive oo in Sickle Cell Disease, J. Nat. M. 
A. 1:46, 

9. Sherman, M. S.: The Non-Specificity of Synovial Re- 
actions, Bull. Hosp. Joint Dis. 12:110, 1951. 


Discussion (Abstract) 


Dr. David N. Hawkins, Memphis, Tenn. Dr. 
Sherman has presented case histories and interesting 
gross and microscopic findings of the pathologic 
changes which contribute to disintegration of the hip 
joint in sickle cell disease. 

It is a well-known fact that thrombosis of major 
vessels has been conspicuously rare in necropsy reports 
of patients who die in sickle cell crises, yet reports 
continue to appear in the literature, attributing the 
bone changes to “thrombosis and congestion.” Some 
observers feel that sickling, clumping and agglutination 
of red cells are secondary phenomena; that vasospasm 
with stasis and anoxia precipitate sickling and ag- 
glutination. Certainly it is not unreasonable to as- 
sume that anoxia may produce endothelial breakdown 
with resultant focal hemorrhage. 


Dr. Sherman has shown that focal hemorrhage may 
cause almost complete necrosis of the femoral head, 
local infarct, destruction of articular cartilage and 
bone by pannus overgrowth from a “chronic 
synovitis.” 

I feel that her discussion is timely, and that she is 
to be commended for this excellent presentation. 

As a point for discussion,—if we are to attribute 
these bone changes to hemorrhage, why do we not 
see similar changes in other blood dyscrasias and 
hemorrhagic diatheses as for example in hemophilia. 
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Severe Pyelonephritis of Pregnancy 


PAUL L. GETZOFF, M.D., and ROGER FOWLER, M.D.,t New Orleans, La. 


This complication of pregnancy may either be overlooked or be misinterpreted 


as toxemia. The management may be difficult. 


Iv HAS BEEN ESTIMATED that pyelonephritis 
of pregnancy not only has a deleterious ef- 
fect on the mother’s health but trebles the 
infant mortality. 

In spite of the remarkable progress that has 
been made during recent years in the treat- 
ment of urinary tract infections, the manage- 
ment in individual cases of severe acute at- 
tacks of pyelonephritis still comprises the 
chief problem in bacterial infections. In no 
situation is this more evident than in those 
cases of pyelonephritis of pregnancy in which 
the severity of the infection becomes so for- 
midable that the lives of both the pregnant 
woman and her unborn child are threatened 
in spite of every conceivable type of treat- 
ment and supportive measures. The purpose 
of this report is to draw attention to some 
of the factors that make possible these haz- 
ardous circumstances. 


Pathology 


Acute pyelonephritis is primarily a disease 
of the interstitial tissues of the kidney; the 
tubular elements are involved in varying de- 
grees. The renal pelvis and ureter may be 
involved. The morphologic characteristics of 
the disease are basically identical, regardless 
of whether the infection is hematogenous, 
urogenous or lymphatic in its origin. 

It is suggested that the term, “pyelitis of 
pregnancy” be discarded because histologic 
evidence reveals that pyelitis rarely exists un- 
accompanied by pyelonephritis. 

Dilatation of the upper urinary tract oc- 
curs in more than 90% of all pregnancies. 
It probably begins in the 6th to 12th week 
and reaches its maximum in the 22nd to 24th 
week (Fig. 1). The changes are most pro- 
nounced during the first pregnancy and, ac- 
cording to Kiil,! need not necessarily be pres- 


*Read before the Section on Urology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


+From the Departments of Urology and Obstetrics and 
Gynecology, Touro Infirmary, New Orleans, La. 
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ent in subsequent pregnancies. The dilatation 
is usually limited to the renal pelvis and the 
abdominal ureter. Physiologically, there is no 
dilatation of the distal ureter. 


In 95% of normal pregnancies, the right 
renal pelvis and ureter are involved. Bilateral 
involvement is less common but not rare. Uri- 
nary stasis is inevitable and is almost always 
present during the last two trimesters, and 
for at least several weeks to months following 
the birth of the child (Fig. 2). These an- 
atomic changes become important in the 
presence of acute pyelonephritis. The com- 
bined effect of infection and urinary stasis is 
an infected hydronephrosis in addition to the 
renal disease. 


FIG. 1 


18 year old primipara. Intravenous pyelogram demonstrates 
bilateral dilatation of the upper urinary tract in the last 
trimester. 
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FIG. 2 


Same patient as figure 1, 3 weeks postpartum. I.V.P. shows 
regression of the dilatation almost back to normal. 


Drug-resistant bacteria find a haven for 
their activity in the residual urine associated 
with the structural abnormalities of the uri- 
nary tract during pregnancy. It is inevitable 
that in some of these cases there should oc- 
cur progressive renal destruction, bacteremia, 
septicemia, and toxemia in spite of all types 
of urologic and medical treatment. 

Chronic pyelonephritis poses additional 
problems for the clinician. Weiss and Parker? 
have concluded from their studies that chronic 
and healed pyelonephritis occur more fre- 
quently than chronic glomerulonephritis. 
Traut® concurs with this finding and_ has 
stated that the true number of instances of 
chronic pyelonephritis is probably much 
larger than one would suspect, since the dif- 
ficulties for establishing proof are very great. 
There is considerable evidence to favor these 
opinions. Repeated urinalyses and even urine 
cultures can be negative despite the presence 
of chronic pyelonephritis. A complete uro- 
logic survey may be mandatory when the 
diagnosis is suggested (Figs. 3, 4 and 5). In 
view of the tenacity with which infectious 
processes persist in the urinary tract, even 
when treated actively, the relationship be- 
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tween antepartum infection and exacerbation 
during pregnancy is an important one to be 
considered. 


Clinical Aspects 


Medical literature is replete with statistics 
pertinent to the incidence of pyelonephritis 
of pregnancy. There is a divergence of opin- 
ion in this respect. At one extreme is Baird’s* 
report of 20%; this is contrasted with the 
significantly smaller figures estimated by 
Crabtree,® 2.5%, Keefer,® 2%, and Cabot, 0.7 
per cent. 

Our own experience is based upon a re- 
view of the records of 23,640 deliveries at the 
Touro Infirmary between July 1, 1948, and 
July 1, 1958. There was a total of 104 cases of 
pyelonephritis (0.1%) in this group of women. 
Table | represents an analysis of the distribu- 
tion of cases according to severity and time of 
occurrence. 


The classical picture of pyelonephritis of 
pregnancy is a familiar one to the clinician. 
Suspicion is first aroused by the appearance 
of obscure fever. If this sign goes unheeded, 


FIG. 3 


21 year old primipara. Clinical picture on admission was 
of severe toxemia, with 3+ albuminuria, no pyuria, but 
marked bacteruria. I.V.P. shows functionless right kidney 
and impaired function with dilatation of left kidney. The 
N.P.N. was 84 
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TABLE 1 


INCIDENCE OF PYELONEPHRITIS OF PREGNANCY 
(July 1, 1948 to June 30, 1958) 


Number of Cases 


I Total number of deliveries 23,640 
II Total number of pyelonephritis of pregnancy 104 
A. Severe complications 13 
1. Antepartum 7 
2. Postpartum 6 
B. Uncomplicated cases 91 
1. Antepartum 57 
2. Postpartum 34 
III Mortality 
A. Maternal 1 
B. Fetal 1 


the other characteristic symptoms appear in 
the form of pain and tenderness in the costo- 
vertebral angle and flank of the affected 
side, frequency, urinary irritability, chilly 
sensations, headaches, nausea, and vomiting. 
Prostration and ileus are seen in severe in- 
fections. These clinical findings and the pres- 
ence of pyuria in a catheterized urine speci- 
men establish the diagnosis. 

Unfortunately, a significant number of 


FIG. 4 


Same patient as in figure 3 on the next day, the N.P.N. 
was rising. Retrograde pyelograms show marked dilatation 
of both upper urinary tracts. The patient became worse 
desvite intensive therapy, and it was finally decided to 
induce labor. 
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FIG. 5 


Same patient as figures 3 and 4 at 4 weeks later. The N.P.N. 
was normal, I.V.P. shows right hydronephrosis and chronic 
pyelonephritis. The left upper urinary tract appears normal. 


cases of pyelonephritis of pregnancy do not 
fit the well-known pattern described above. 
Finnerty® has drawn attention to this fact in 
an impressive evaluation of his own expe- 
rience of cases of pyelonephritis of pregnancy 
masquerading as toxemia of pregnancy. Of 
1,130 patients referred to a Toxemia Clinic, 
73 were found to have pyelonephritis. None 
of these patients complained of any genito- 
urinary symptoms; neither was there fever, 
nor tenderness at the costovertebral angle or 
of the abdomen. The diagnosis was made by 
microscopic examination of the urinary sedi- 
ment and urine culture. The data did not 
demonstrate any relationship between pyelo- 
nephritis and toxemia of pregnancy, but clear- 
ly showed that pyelonephritis frequently 
masquerades as toxemia of pregnancy. 

We regard this information as being a fun- 
damental contribution to our understanding 
of why some patients, presumed to have 
toxemia of pregnancy, do not respond favor- 
ably to treatment for this condition. 

The presence of hypertension can be mis- 


— 


: 4 » 
& 
H 


959 


VOLUME 52 


leading in making a diagnosis of pyelone- 
phritis of pregnancy in view of the conflicting 
opinions on this subject. On the one hand, 
Mussey and Lovelady® state unequivocally 
that hypertension is rarely present in cases 
of acute pyelonephritis, but emphasize its 
presence in the acute toxemias of late preg- 
nancy. This viewpoint is not substantiated 
in our own experience wherein pyelonephri- 
tis and hypertension were present in 7 pa- 
tients without any associated toxemia. The 
blood pressure returned to normotensive 
levels in these patients when their urinary 
infection was successfully treated. Likewise, 
Finnerty® notes that in a group of 20 patients 
referred to the antenatal clinic for hyperten- 
sive vascular disease and toxemia of preg- 
nancy, 19 women were proved to have pyelo- 
nephritis and hypertension without toxemia 
of pregnancy. 

We have also observed peripheral edema 
and albuminuria in several of our patients 
who had pyelonephritis of pregnancy without 
toxemia. 

The severe complications of pyelonephritis 
of pregnancy present a special problem be- 
cause some of these situations can become 
evident before the primary disease has been 
suspected. Included in this group are renal 
carbuncle, perinephric abscess, secondary 
renal lithiasis, thrombophlebitis of the renal 
vein, and spontaneous perirenal hematoma. 


In reviewing the factors which may lead 
to serious illness in the patient with pyelo- 
nephritis of pregnancy, a few generalizations 
should be considered. (1) The true nature 
of the patient’s illness had gone unrecognized 
until the severity of the infection had at- 
tained a marked degree. (2) The patient's 
condition, despite early and accurate diag- 
nosis, has not responded favorably to treat- 
ment. (3) One or more complicating factors, 
either in the genitourinary tract or in other 
organ systems have been adversely affected 
during the course of the illness. 

Our experience with severe acute pyelo- 
nephritis of pregnancy reveals that the in- 
volved group of patients are critically ill and 
require constant medical observation prefer- 
ably in a hospital. The combined intelli- 
gence of the obstetrician, urologist, and in- 
ternist are needed in the successful manage- 
ment of these problems. 


Because of the marked variation in the 
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individual cases, any fixed therapeutic for- 
mula would be ineffective. Nevertheless, a 
few basic principles of medical management 
are applicable in all of these cases. These 
should include the following: 

1. Establish urinary drainage. 

2. Antibiotics and chemotherapeutic drugs should be 
prescribed in intensive doses. 

3. Observe intake and output. Whereas fluids should 
be encouraged, overloading the circulatory volume 
with more fluids than the patient can handle should 
be avoided. 

4. Watch the electrolyte “profile” and N.P.N. Un- 
detected excessive accumulation or loss of various 
electrolytes, depending on the renal disease, must be 
guarded against. The use of the artificial kidney should 
not be postponed until the patient becomes irrevers- 
ibly uremic or moribund. 

5. Supportive measures should be utilized judiciously 
and under close supervision. Dietary control, limited 
use of blood transfusions for moderate anemia, and 
cautious consideration given to the matter of steroid 
therapy are only a few of the many therapeutic factors 
that require supervision. 

6. Suspect coexisting disease, renal or otherwise. The 
additional presence of toxemia of pregnancy, pneu- 
monia, hepatitis, thrombophlebitis, or kidney  car- 
buncle must always merit consideration. 

7. If the patient’s condition continues to become 
progressively worse despite all forms of treatment, the 
pregnancy should be interrupted. (A hysterotomy was 
performed on 3 patients in our series without any 
mortality.) 


The following measures are recommended 
as an effective means of obtaining an early 
diagnosis of pyelonephritis of pregnancy: 

1. A catheterized urine specimen should be ob- 
tained on every woman at the onset of her pregnancy. 
In addition to the usual chemical analyses, the wet 
and stained sediment should be examined and a _por- 
tion of the urine should be submitted for routine 
culture. 

2. The same procedure should be followed in every 
case of suspected renal complication of pregnancy and 
toxemia of pregnancy. 

3. Every pregnant woman, who presents a problem 
of fever of undetermined origin, urinary tract infec- 
tion, and toxemia of pregnancy that does not respond 
to the acceptable forms of treatment for these condi- 
tions, should have the benefit of a complete urologic 
survey. Many obstetricians are reluctant to subject the 
pregnant patient to cystoscopic examination for fear 
of causing abortion or premature labor. Arnell and 
Getzoff10 have found that these urologic procedures 
can be performed as frequently as indicated, provid- 
ing the proper sedation and utmost gentleness are 
used. 


4. We have had no experience with the detection 
of “pyelonephritis or glitter cells,’ observed by supra- 
vital staining of sediment from freshly voided urine as 
described by Sternheimer and Malbin.11 These are 
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large, pale, blue-staining cells with a tendency to va- 
riation in size and shape, to vacuolation, and to 
Brownian movement of their cytoplasmic granules. 
Others have reported favorably on this technic and 
we believe that this method of study deserves further 
exploration. 


Summary 


The fact that pyelonephritis of pregnancy 
can be confused with some of the other com- 
monly encountered complications of preg- 
nancy, plus the fact that both of these cate- 
gories can coexist simultaneously have been 
established. The prognosis in pyelonephritis 
of pregnancy can be seriously affected when 
the primary disease is not suspected. Some 
of the reasons for this unfortunate delay are 
reviewed. 

1. Pyelonephritis of pregnancy can_pre- 
sent atypical clinical manifestations of which 
none resemble the classical textbook picture. 
For instance, most reports on this subject 
make reference only to patients with urinary 
tract complaints completely ignoring the fact 
that pyelonephritis can be present during 
pregnancy without dysuria, chills and fever, 
and pain and tenderness in the abdomen 
and costovertebral angles. 

2. Pyelonephritis of pregnancy can mas- 
querade as toxemia of pregnancy. Hyperten- 
sion with or without retinal changes, slight 
postural and dependent edema, and albumi- 
nuria may occur in pyelonephritis as well as 
toxemia during pregnancy. 


3. Pyelonephritis of pregnancy and _ tox- 
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emia of pregnancy can be present simultane- 
ously. 


4. Pyelonephritis of pregnancy in some 
patients represents an acute recurrence of a 
chronic pyelonephritis that has long ante- 
dated the pregnancy. In obtaining a history 
from the pregnant woman, the obstetrician 
is often placed in a difficult position by an 
affirmative answer to the question relevant 
to a past history of “kidney trouble.” This 
nebulous entity, perpetuated by lay medical 
idiom, includes glomerulonephritis, urethro- 
cystitis, or a postural backache in childhood 
which some misguided neighbor positively 
pronounced as being renal in origin. None- 
theless, the burden of proof still rests with 
the clinician to investigate the patient’s uro- 
logic status. 
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The Incidence and Significance of 
the Leukemoid Reaction in Patients 
Hospitalized with Pertussis* 


JACK D. WELSH, M.D.,** WILLIAM F. DENNY, CAPT., (MC) USAF,t+ 
and ROBERT M. BIRD, M.D.,t Oklahoma City, Okla. 


A leukemoid reaction in pertussis is accompanied by complications and a mortality rate in excess 
of such occurrences in patients without this type of leukocytic response. This has been influenced 
little by chemotherapeutic agents as shown by a comparison of similar groups before and 


during the era of antibacterial drugs. 


CHANGES IN THE MORPHOLOGY and the num- 
ber of leukocytes in association with pertussis 
have been of continued interest since Froh- 
lich’s! early report on this subject. Numerous 
authors have calculated the average leukocyte 
count during different stages of the disease 
and commented on its importance in diag- 
nosis.2# Case reports have emphasized that 
a leukemoid reaction may accompany per- 
tussis.>6 One report which appeared before the 
use of antimicrobial agents stressed that a 
leukemoid reaction in pertussis was associated 
with an increased incidence of complications 
and mortality.* The leukocyte response fol- 
lowing pertussis vaccination or the injections 
of Hemophilus pertussis extracts have been 
documented.§.® 

The purpose of the present study is to 
compare the incidence and significance of the 
leukemoid reaction as seen in two groups of 
patients with pertussis. The first group was 
seen at the University of Oklahoma Hospital 
prior to 1943, the second between 1951 and 
1956. Although previous reports have implied 
a graver prognosis in patients showing an 
excessive leukocyte response, the specific pur- 
pose of the present study was to determine 
whether or not the prognostic significance 


*Read before the Section on Pediatrics, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 

**Trainee, National Institute of Arthritis and Metabolic 
Diseases, National Institutes of Health. 

+Current mailing address: 6160 USAF Hospital, APO 929, 
San Francisco, Calif. 

tFrom the Department of Medicine, University of Oklahoma 
School of Medicine, Oklahoma City, Okla. 

This investigation was supported (in part) by a Graduate 
Training Grant from the National Institutes of Arthritis 
and Metabolic Diseases, Public Health Service. 


and incidence of the leukemoid reaction have 
changed in recent years. 


Clinical Material 


A white count in excess of 50,000 and not 
associated with leukemia is designated as a 
leukemoid reaction.° This report compares 
two groups of patients who were hospitalized 
with pertussis. Group I consists of 50 cases 
of pertussis selected at random from those 
hospitalized between the years 1933 and 1943. 
Three patients in this group expired before 
leukocyte counts had been obtained and were 
therefore deleted. As is shown in table 1, 
26 of the patients in the first group had not 
received active immunization against per- 
tussis and the immunization history was not 
recorded for the remainder. Fourteen of the 


TABLE 1 


IMMUNIZATION AND THERAPY IN TWO GROUPS OF 
PATIENTS WITH PERTUSSIS 


GROUP I GROUP II 
(1933-1943) (1951-1956) 
Leu- Non-leu- Leu- Non-leu- 
kemoid kemoid kemoid kemoid 
@=H 33) =) 
Active 
immunization 
Given 0 0 0 4 
None | 19 21 89 
Unknown 7 14 3 10 
TREATMENT 
None 7 15 
Sulfonamide alone 2 12 
Pertussis antisera alone 1 2 
Sulfonamide and 
pertussis antisera 4 
Antibiotics alone 17 56 
Pertussis antisera and 
antibiotics 7 47 
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patients received one of the sulfonamide de- 
rivatives alone; 3 received only pertussis anti- 
sera; and 8 received both. Twenty-two in the 
group received neither. None of the indi- 
viduals in this group received any antibiotic 
agent. Group II consists of 127 consecutive 
cases of pertussis hospitalized between 1951 
and 1956. Of the patients in the second group, 
110 had not been immunized against per- 
tussis; immunization was inadequate in 4, 
and information was not available on the 
remaining. All patients in the latter group 
received one of the broad spectrum anti- 
microbial agents and/or penicillin but the 
dosage schedule varied widely. Seventy-one 
patients received chloramphenicol which was 
the antibiotic agent most frequently given. In 
addition, 54 patients received pertussis anti- 
sera. These data are related to the occur- 
rence of the leukemoid reaction in table 1. 
It is to be emphasized that all the patients 
were hospitalized; hence the incidence of se- 
verely ill patients was high in both groups. 
The diagnosis of pertussis was based on the 
clinical judgment of more than one physician. 
The majority of the early group were white 
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males. In the recent group seen between 195] 
and 1956, there was an equal sex distribution 
with a slight predominance of white patients. 
The age distribution in the two groups was 
comparable and ranged from one month to 
14 years. The duration of the disease at the 
time of the first examination at the hospital 
averaged two weeks, and was similar for both 
groups. When the groups were subdivided on 
the basis of the presence or absence of a 
leukemoid reaction, there was still no signifi- 
cant difference in age, sex, or duration of 
the symptoms before admission. 


Results 


As stated above 3 patients in Group I died 
before blood counts were obtained, and were 
excluded from the analysis. Of the remaining 
47 patients, 14 or 30% had leukemoid re- 
actions. In the more recent group referred 
to as Group II, a total of 254 leukocyte counts 
were performed in the 127 patients. The ma- 
jority of these counts gave values which were 
compatible with the patient’s age and stage 
of the disease.2* Twenty-four, or 19% of the 
127 patients had at least one leukocyte count 


TABLE 2 
GROUP I. PATIENTS WITH PERTUSSIS AND A LEUKEMOID REACTION HOSPITALIZED BETWEEN 1933 AND 1943 
Day of Hgb. WBC Differential 
Case Age Disease Gm. 108/cu.mm. Neutro. Lymph. 
No. Yrs. Mos. Color Sex % % Comments 
1 1 2 WwW M 12 6.0 98 13 86 
13 6.0 97 6 89 
19 6.0 20 21 75 
2 4 WwW F 15 11.5 76 59 39 Pneumonia 
Death, no necropsy 
3 6 WwW F 22 14.5 89 47 48 Three lymphoblasts 
4 2 WwW M 21 11.0 70 40 60 Pneumonia 
Encephalopathy 
Death, no necropsy 
5 3 Ww M 12.0 66 54 46 Pneumonia 
12 11.0 56 80 20 Encephalopathy 
20 10.0 31 50 50 
25 18 60 40 
6 3 N F 18 12.0 67 22 78 Convulsions 
7 WwW F 9 13.0 29 29 71 Pneumonia 
12 50 28 72 
14 68 35 65 
17 43 16 
19 49 37 63 
20 23 44 56 
8 5 Ww M 14 12.0 110 38 72 Pneumonia 
15 199 39 55 Death, with necropsy 
9 2 6 Ww F 7 12.5 100 40 50 Diarrhea 
8 96 20 63 Pneumonia 
Death, no necropsy 
10 M 10 25 70 30 Pneumonia 
18 63 44 56 Otitis 
28 44 70 30 Death, no necropsy 
11 7 Ww M 14 15.0 79 98 2 Pneumonia 
15 53 86 14 Otitis media 
12 2 WwW M 20 14.0 68 46 54 Pneumonia 
Death, no necropsy 
13 2 Ww M 15 12.5 60 26 74 Pneumonia 
14 os WwW M 18 12.0 64 24 76 
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len over 50,000 per cu. mm. and were classified as dominant leukocyte in pertussis, it is interest- 
ents having a leukemoid reaction. Tables 2 and 3__ ing to note the frequency with which exces- 
wae present additional pertinent data on each of sive granulocytosis was encountered. Of the 
> the patients who showed a leukemoid reaction. 38 patients tabulated in tables 2 and 3, 
é Since the lymphocyte is usually the pre- lymphocytes predominated in 30, granulocytes 
Dital 
both BLE 3 
d on GROUP II. PATIENTS WITH PERTUSSIS AND A LEUKEMOID REACTION HOSPITALIZED BETWEEN 1951 AND 1956 
of a : 
PR Day of Hgb. WBC Differential 
nifi- Case Age Disease Gm. 108/cu.mm. WNeutro. Lymph. 
n of No. Yrs. Mos. Color Sex % % % Comments 
1 4 WwW F 8 33 21 76 
9 11.0 58 24 70 
17 11.0 17 3 88 
2 1 WwW F 15 50 43 57 Pneumococcal pneumonia 
19 14 19 79 
22 4 
died 3 3 w M 22 14.2 62 24 74 Pulmonary atelectasis 
40 13 43 57 Diarrhea 
were Convulsions 
ining . 9 N M 15 5.2 70 28 67 Death, no necropsy 
j 16 18 30 69 
re- 5 10 M 22 11.0 107 19 81 Thrush 
erred 30 13.0 49 
ounts 34 13.0 29 : 
pee: 6 10 w F 16 90 49 51 Pneumonia { 
wer d 
ere 12 8.0 18 82 
stage 8 6 WwW M 1l 12.8 50 19 79 Bronchopneumonia 
yf the 12 107 19 80 Dehydration 
14 59 31 63 
count 25 15 49 47 
9 7 WwW M 22 10.5 53 26 66 Bronchopneumonia 
28 11.4 25 18 65 
10 10 I F 22 9.5 96 28 68 Bronchopneumonia 
32 10.0 39 37 62 Otitis media 
D 1943 ll 2 WwW F 15 10.5 92 51 45 Bronchopneumonia 
Death, with necropsy 
12 1 6 N M 15 13.3 64 16 83 Referring diagnosis was 
19 12.2 30 6 87 leukemia 
13 S Ww M 22 9.5 83 32 60 Bronchopneumonia 
25 41 20 80 Impetigo 
$1 38 Hepatomegaly and lymph- 
adenopathy 
14 1 M ll 8.5 25 20 80 Transfused 
20 6.8 82 51 49 Bronchopneumonia 
29 7.6 20 48 52 Convulsions 
15 6 Ww 36 12.2 62 ll 76 Bronchopneumonia 
45 12.5 19 31 67 Diarrhea 
16 1 2 N M 8 9.0 57 45 55 Bronchopneumonia 
13 9.7 17 24 75 Convulsions 
Shigella isolated from stool 
Still having convulsions three 
years later 
17 7 Ww F 22 12.5 50 19 81 Bronchopneumonia 
18 1 I F 11 13.0 74 44 53 Moribund on admission 
13 11.0 60 45 55 Congestive heart failure 
15 12.0 72 68 30 Death, no necropsy 
19 1 6 WwW M 15 7.5 86 Transfused 
18 6.5 95 14 86 Bone marrow aspiration 
21 48 16 77 
20 1 6 Ww M 15 10.6 77 16 84 Late anemia 
16 10.0 78 13 70 Bone marrow aspiration 
19 9.7 60 9 86 
34 9.4 16 24 74 
21 1 Ww F 25 11.4 169 37 58 Bronchopneumonia 
27 56 47 47 Acute brain syndrome 
29 14.0 47 37 62 Bone marrow aspiration 
39 24 43 52 
22 10 N M 15 104 11 83 Pneumonia 
21 11.3 81 31 67 Congestive heart failure 
46 6.8 17 60 36 Death, no necropsy 
47 40 68 31 
23 ] 3 I M 8 5.8 90 8 91 Bronchopneumonia 
Meningitis 
Bone marrow aspiration 
Death, no necropsy 
<a 24 3 I M 8 12.7 50 Pneumonia 
9 54 
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in 4, an equal distribution of neutrophiles 
and lymphocytes occurred in four. 

The diagnosis of leukemia was entertained 
in cases numbered 19, 20, 21 and 23 of Group 
II, and bone marrow aspirations were per- 
formed. In each instance the extreme leuko- 
cytosis manifested in the patient’s peripheral 
blood was not reflected in the bone marrow. 
The only consistent variants were a slight 
decrease in normoblastic activity and a shift 
to the left in the myeloid series. Toxic granu- 
lation was evident in the mature neutrophiles. 
Unfortunately, we have no similar bone mar- 
row studies in the earlier group. 

The number of deaths in the two groups 
is tabulated in the lower portion of table 4. 
In Group I, the ages of the 6 who showed 
a leukemoid reaction and died were 2, 4, 5, 
9, 24 and 30 months respectively. In_ this 
group the ages at death of patients who did 
not exhibit a leukemoid reaction were 1, 6, 
12, 13, 14 and 17 months. In Group II, the 
5 with a leukemoid reaction were 2, 9, 10, 
12 and 15 months; the 3 without a leukemoid 
reaction were 2, 4 and 8 months. Complica- 
tions were defined as other diseases or condi- 
tions coexistent with and modifying the per- 
tussis, and were obtained from a review of 
the medical record. Table 4 relates the total 
number of complications to the occurrence 
of the leukemoid reaction. In table 5 an at- 
tempt is made to indicate the various compli- 
cations encountered. The precedent for con- 
sidering coexistent conditions as complications 
is found in previous reports as typified by 
the study of Jernelius.t For brevity, the fol- 
lowing complications which occurred in no 
more than 2 patients were listed as miscel- 


TABLE 4 


NUMBER OF COMPLICATIONS AND DEATHS AS 
RELATED TO THE OCCURRENCE OF A 
LEUKEMOID REACTION 


Group 1 Group II 
(1933-1943) (1951-1956) 
Total number of patients 47 127 
Number with leukemoid 
reaction 14 (*). 24 (°) 
with complications ll 22 
Number without leukemoid 
reaction $3 (°) 103 (*) 
with complications 24 52 
Total number of patients 
with complications 35 74 
Total mortality 12 8 
with leukemoid reaction 6 5 
without leukemoid reaction 6 3 


(*) This number appears as “‘n’” in figure 1. 
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TABLE 5 
PERCENTAGE INCIDENCE OF COMPLICATIONS®* 
Group I Group II 
(1933-1943) (1951-1956) 
Leu- Non-leu- Leu- Non-leu- 
id b. id id kemoid 
(n = 11) (n= 24) (n = 22) (n = 52) 
Pneumonia 90.1 66.7 68.2 63.5 
Convulsions 9.1 12.5 9.1 5.7 
Diarrhea 13.6 7.6 
Encephalitis or 
meningitis 27.3 4.2 4.5 
Otitis 18.2 20.8 4.5 3.8 
Miscellaneous 20.8 9.1 3.8 


*At the top of each column, ‘‘n’’ represents the number of 
patients with complications. Since several patients showed 
more than one complication, the percentages are based on the 
number ‘‘n”; hence the columns cannot be totaled to equal 
100 per cent. 


laneous: cerebral hemorrhage, chicken pox, 
congestive heart failure, measles, scarlet fever, 
subdural hemorrhage and thrush. 


Discussion 


The occurrence of a pronounced leukocy- 
tosis with or without an absolute lympho- 
cytosis has been well documented in pertussis. 
Meunier! did repeated leukocyte counts in 
104 cases of pertussis and the average count 
at the height of the disease was 23,700 per 
cu. mm. In other series a similar leukocyte 
elevation in uncomplicated paroxysmal per- 
tussis has been reported.*13 Of particular in- 
terest, because it emphasizes the leukemoid 
reaction, is the report of Albert and Jongco, 
in 1941.‘ These authors reviewed 62 cases of 
pertussis complicated by pneumonia and a 
leukemoid reaction. None of their patients 
received antimicrobial agents. The white 
blood counts ranged from 50,000 to 216,000 
per cu. mm. There was a predominance of 
lymphocytes in 36 cases, of granulocytes in 
9, and an equal distribution of the two series 
in the remainder. Our findings were similar 
to those of Albert and Jongco and emphasize 
that a granulocytosis may characterize the 
leukemoid reaction in pertussis. Unfortunately 
this former report gives no comparison with 
similar patients who did not show an exces- 
sive elevation of the white count. In our 4 
patients in whom bone marrow aspiration 
were performed, there was no_ excessive 
lymphoid proliferation evident in the mar 
row. This has been noted previously." 

Thirty per cent of Group I and 19% in 
Group II showed a leukemoid reaction. Al 
though both of these figures are higher than 
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FIG. 1 
COMPLICATIONS AND DEATHS IN PERTUSSIS 
— WITH AND WITHOUT LEUKEMOID REACTION. 
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anticipated, neither differ from the other 
when analyzed statistically.15 By inspection 
there was no difference in the incidence of 
leukemoid reactions, complications, or mor- 
tality in Group I between patients who did 
or did not receive sulfonamide derivatives. 
In order to answer our initial question as to 
the current implications of the leukemoid re- 
actions in pertussis, our findings have been 
subjected to chi square analysis, using the 
Yates’ correction where necessary.15 Much of 
the data on which these calculations were 
made are represented graphically in figure 1. 
In this figure, the height of each column 
represents the percentage of patients in that 
particular subgroup. The actual number of 
patients in each subgroup may be calculated 
as the percentage of “n” which is given in the 
figure. It is to be emphasized that this repre- 
sentation does not imply that complications 
and mortality are necessarily directly related. 

On the basis of the analyses presented in 
figure 1 and the data given in table 4, the 
following comparisons show differences which 
are of significance statistically: Considering 
all patients comprising each group without 
regard to the leukemoid reaction, both mor- 
tality figures and the rate of complications 
were less in the group seen between 1951 and 
1956. This improved prognosis will be com- 
mented upon below, but it is important to 
note here that the general improvement was 
accounted for almost entirely by the great 
differences exhibited by patients who did not 
have a leukemoid response. Considering only 
those patients who comprise Group II, the 
incidence of complications was greater in 
those who exhibited a leukemoid reaction as 
compared to others not manifesting this re- 
sponse. In the same group, the mortality was 
also greater when a leukemoid reaction had 
been noted. 


Despite apparent changes, no differences of 
Statistical significance could be established 
for the following comparisons: In Group I, 
the appearance of a leukemoid reaction was 
not associated with any significant difference 
either in the rate of complications or the 
rate of mortality. Among patients showing a 
leukemoid reaction, the morbidity rate was 
almost identical in Groups I and II. Finally, 
in these same patients, the mortality rates did 
not differ. The “‘p” values for these compari- 
sons are given at the bottom of figure 1. It 
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would seem then, that the incidence of the 
leukemoid reaction has not changed since 
1933, and that it is still associated with a 
high rate of morbidity and mortality. Fur- 
thermore, patients who show an excessive ele- 
vation of their leukocyte count do not share 
the general improvement in outlook which 
has been observed in pertussis during recent 
years. 


The study may be criticized because of the 
basic premise that the two groups are com- 
parable despite changing medical practices. 
The conclusions are offered with this reser- 
vation in mind, a reservation which has not 
invalidated previous comparisons of a similar 
nature.!116 It is beyond the scope of the re- 
port to attempt to define the reasons for the 
over-all improvement in morbidity and mor- 
tality observed recently in pertussis. Active 
immunization was lacking in both of our 
groups so this was not a factor. Others have 
not been able to ascribe this improvement 
solely to the use of pertussis antisera!’ or to 
the administration of broad spectrum anti- 
microbial agents.1*-19 


Summary 


1. The incidence and significance of the 
leukemoid reaction in pertussis have been 
compared in two groups of patients. The first 
group consisted of 47 hospitalized patients 
seen between 1933 and 1943; the second, 127 
patients admitted to the hospital since 1951. 

2. There was found to be no significant 
difference in the incidence of the leukemoid 
reaction between the two groups. There was, 
however, a significant decrease in the inci- 
dence of complications and in the mortality 
rate in the group seen between 1951 and 1956. 
This improvement was seen almost exclusively 
in those patients not manifesting a leukemoid 
reaction. 

3. In those patients whose leukocyte count 
was in excess of 50,000 per cu. mm., however, 
complications appeared with similar frequency 
in both groups and the mortality rate was 
not significantly different between the two. 

4. It is inferred that the development of 
a leukemoid reaction in pertussis is of in- 
creasing importance in predicting a poor 
prognosis. 
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FACTS ABOUT OUR NEXT CONVENTION CITY 


Atlanta is a logical Convention City since it can be reached by rail within 24 
hours by two-thirds of the population of the Nation. 

There is a million dollar Municipal Auditorium which seats 5,200 in the main 
arena and contains a portable inclined floor for stage attractions. Also, there are 
several smaller assembly rooms. There is a new annex to the Auditorium adjoining 
the main building which added 19,000 square feet of exhibit space to the present 


facilities. 


Atlanta has 48 hotels and 44 motels with 7,204 guest rooms and 76 assembly rooms. 

This city has more train, airline and bus schedules than any other Southern city; 
also, a network of paved highways converge at this point. 

Southern Medical Association has picked the Convention City of Dixie for the 53rd 
Annual Meeting, November 16-19, 1959. If you have not already made plans to attend, 


do so immediately. 
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Morbidity from Common Postural 


Faults* 


OSCAR O. SELKE, JR., M.D., Houston, Tex. 


There is no gain-saying that primitive peoples have better posture than do many of our citizens. 
The factors of habit, occupation and recreation may each play a part in poor posture. 

This may be an important factor in disease and, thus, training in proper posture is essential 

in certain diseases and is especially significant in prophylaxis. 


NEITHER THE PHYSICIAN NOR THE PATIENT finds 
sensationalism in the diagnosis of faulty 
posture. The patient is apt to take personal 
affront and consider the diagnosis as un- 
flattering. The physician is apt to consider 
the case a nuisance because of the time con- 
suming detailed counseling which must be 
given if satisfactory results are to be obtained 
from therapy. 

Nevertheless, slight deviations from normal 
posture may cause chronic disability. It 
should be pointed out that many people with 
extremely poor posture do not have pain or 
disability; yet, others with mild deviations 
from good posture suffer discomfort. The 
frequency with which poor posture contrib- 
utes to the morbidity of an illness or injury 
has been high in our clinic. Review of the 
case-load in the departments of physical medi- 
cine and rehabilitation of two large general 
hospitals revealed that 20% of total cases 
have required attention to posture. 


The following discussion will avoid pos- 
tural problems secondary to specific diseases 
and will deal solely with so-called normal 
deviations. 


Mechanical Factors 


The two major determinants of posture are 
the locomotor apparatus and the central 
nervous system. In the locomotor apparatus, 
muscle weakness and limitation of motion of 
joints play their role in pathogenesis; but, 
when considering normal postural devia- 
tions, these two factors are more often sec- 
ondary than primary. The central nervous 
system, on the other hand, affects the pos- 


*Chairman’s Address, read before the Section on Physical 
Medicine and Rehabilitation, Southern Medical Association, 
age ng Annual Meeting, New Orleans, La., November 
-6, 1958. 


ture more directly, particularly through habit 
patterns. Postural patterns are affected by 
conditioned reflexes which have developed 
from habitual usage through the years. They 
are the resultants of a number of internal 
and external forces. 

Internal forces include the inherited body 
build, inherited functional characteristics, 
mood, fatigue, obesity, and aging. External 
forces include gravity, positions assumed at 
work, positions not related to work, and rest- 
ing positions. 

One of the most powerful and constant 
forces is gravity. It is constantly pulling the 
body earthward and the mobile parts of the 
body are apt to yield to its influence. Grav- 
ity is the antagonist of erect posture. If this 
is kept in mind the diagnosis and treatment 
of postural deviations is simplified. Stating 
the situation mathematically, the postural 
position is the resultant of the force of grav- 
ity and the aforementioned internal and ex- 
ternal forces, multiplied by time. 


Let us take, for example, a gentleman in 
his thirties or forties who may have inherited 
a fairly good body build and good functional 
characteristics. During the entire day when 
he is standing or sitting, gravity is pulling 
him downward. As the years go by his mobile 
body segments yield slowly to the pull of 
gravity. The anterior chest and abdomen sag 
downward. If the man has deposited gross 
fat in his abdomen, the pull will be greater. 
As sagging of the chest occurs, the lower ribs 
come to press upon the abdominal contents 
causing a flaring of the lower rib margin. 
The chest slowly changes contour from a 
youthful “V” shape to a middle-age-spread 
inverted “V” shape. The condition is ag- 


gravated if the person is working at a desk 
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or other position in which he is bent forward. 
Flexion of the spine pushes the ribs against 
the abdominal contents even more, and in- 
creases the flaring of the ribs. If this man 
is like the average person, much of his work 
is done with neck flexed. Gravity pulls down- 
ward on both the head and the neck causing 
an angulation where the mobile cervical 
spine attaches to the relatively rigid thoracic 
spine. As time goes on the head and neck 
are returned less completely to their normal 
positions and a condition of “forward car- 
riage of the head” develops. The progressive 
development of “forward carriage of the 
head,” depression of the upper chest and re- 
sulting fore-shortening of the neck is so con- 
sistent with the passage of time that we 
unconsciously use the appearance as a meas- 
uring stick in judging peoples’ age. 

As gravity pulls the body parts into new 
positions, the postural habit pattern in the 
brain slowly changes so the person naturally 
assumes the changing posture. 


Muscle groups and ligamentous structures 
which are maintained in a contracted and 
shortened state, tend to lose their extensi- 
bility. Those muscles and ligaments which 
are chronically lengthened, become stretched 
and sometimes weakened. In addition to 
these physical changes in muscles, there may 
also occur physiologic shortening and length- 
ening of muscle. Physiologically, muscles re- 
lated to posture and muscles in postural 
status, demonstrate an adaptability in length 
that is not seen in the muscles of locomotion. 
Muscles of posture tend to maintain any new 
position or altered length imparted to them 
from without. Slight stretching or slight 
slakening of a tonically contracted muscle, 
induces a movement of contraction, but a 
strong continuous stretching causes reflex 
relaxation which in time constitutes a change 
in postural habit pattern. 

In examining a patient’s posture, both the 
physical and physiologic range of motion of 
the body segments are observed. Examina- 
tion of the passive range of motion of the 
shoulders, spine and lower extremities must 
be done to determine loss of physical range of 
motion. Evaluation of strength of the postural 
muscles is made. Examination of stance and 
gait gives additional information which, when 
correlated with passive range of motion and 
Strength, makes possible the estimation of 
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import of: muscle weakness, segment tight- 
ness, and poor habit pattern. 

Possible contributing factors are then ex- 
plored and an attempt is made to correlate 
them with the patients’ postural faults. Does 
the patient fatigue easily? What is his posi- 
tion when at work? What are his avocations? 
Does he watch television much? Does he read 
in bed? Does he drive much and how does he 
adjust his car seat? How much physical exer- 
cise does he get? What is his mood—is he 
depressed? What is his sitting posture while 
you are talking to him? 

We might expand a bit on these con- 
tributing factors. Fatigue due to any cause 
will lessen the person’s ability to maintain a 
good erect position against the pull of grav- 
ity. Fatigue may be simple muscle ex- 
haustion brought on by some awkward work 
position. Normally during postural activity, 
a muscle is relatively unfatigable and its 
oxygen consumption is quite low. Only a 
small number of all the fibers in a postural 
muscle is in contraction at any given time. 
This is due to a rotation of activity by 
asynchronous discharges from motor centers. 
But when an awkward position is maintained 
for a prolonged time, the postural muscles 
fatigue and may become painful. Recently 
I saw a six foot two office clerk whose low 
back pain was brought under control simply 
by putting blocks under the legs of her desk, 
raising its height, which then allowed her to 
sit erect. 

Borderline hypothyroidism and hypogly- 
cemia may lead to easy fatigability of the 
postural muscles and resulting yield to gravity. 

Anxiety can have undesirable reflections 
in muscular activity. Such terms as “appre- 
hensive” and “on guard” connote familiar 
patterns of behavior involving specific feeling 
states and degrees of increased muscle ac- 
tivity. The postural muscles are held in a 
state of taughtness for impending action, 
which never comes. Normally, being on 
guard is a function for short-term use and is 
well tolerated by the body. When, however, 
the on guard pattern of behavior becomes a 
way of life, it may place an intolerable 
burden on the person’s physical equipment, 
and contribute to the fatigue of the postural 
muscles. 


Emotional depression is often associated 
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with an increase in flexion of the body. Such 
position places a greater strain on the erector 
spinae and may lead to painful fatigue. 


Seldom does one think of the gentle recre- 
ation of watching television as possibly con- 
tributing to postural problems; but, some 
people tolerate poorly the slouched sitting 
position they assume during the watching. 
The average person will sit down normally in 
a chair, but after a few minutes his buttocks 
slide forward. With this movement, the 
upper spine flexes forward. Now, the head 
must be pointed straight ahead to permit 
viewing of the TV; the resulting posture is 
one of marked flexion of the thoracic spine, 
forward angulation of the cervicothoracic 
junction and extension of the upper cervical 
spine. The head is projected forward in 
space and becomes subject to a strong gravita- 
tional pull far forward to the center line of 
gravity of the body. The person is usually 
relaxed; therefore, there is not an adequate 
counter pull by the erector spinae muscles to 
prevent the head from sagging forward and 
downward. The net result is fatigue of the 
extensor muscles in the lower cervical and 
upper thoracic area, stretching of the pos- 
terior ligaments, and, most important, a 
proprioceptive accommodation to this new 
position so that the “forward projected head” 
position becomes a part of the person’s 
postural pattern. 


A similar series of events occurs when a 
person reads in bed. Lying supine, he places 
two pillows under his head. The pillows, if 
only under his head, elevate the head so that 
the neck assumes a near 90 degree angle to 
the thoracic spine. With the person quite 
relaxed, the extensor muscles and adjacent 
ligamentous structures in the cervico-dorsal 
area are likely to be stretched. This en- 
courages the development of a forward car- 
riage of the head. 


Postural Faults 


Considering the most common postural 
faults from above downward, there is first 
the deviation of “forward carriage of the 
head.” Undoubtedly continuous flexion of 
the head in work, reading, playing cards, 
and the like, has an important part in initi- 
ating this condition. Once the head becomes 
held slightly forward, gravity pulls it further 
downward and forward. As already men- 
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tioned, a slouched sitting position allows the 
head to fall forward. Watching television or 
reading for several hours in such a slouched 
position will encourage the development of 
this deformity. Associated pathologic changes 
are: loss or reversal of the cervical curve, 
forward angulation of the cervical spine, 
degenerative changes especially in the re- 
gion of C-6 and C-7 because of dispropor- 
tionate stress on the weight-bearing surfaces 
of the vertebrae, and muscle spasm which 
may in itself be a painful affair and which 
may aggravate other conditions such as disease 
of the intervertebral disc, nerve root pain, or 
tension headaches. Paresthesias in the hands, 
due to pressure on nerves, and referred pain 
from cervical muscle spasm are not un- 
common. 


The second postural deviation to consider 
is dorsal kyphosis. Undoubtedly all of the 
precipitating factors aforementioned are ac- 
tive in its pathogenesis. Position associated 
with occupation, fatigue, and gravity allow 
the dorsal extensors to become progressively 
lengthened. These muscles must work harder 
to keep the thoracic spine from falling into 
greater flexion. With muscle fatigue there is 
pain in the dorsal area, often burning in 
character. The patient may at first complain 
of pain coming on in the late afternoon, and 
being relieved at night by rest. Later the pain 
becomes more persistent, even bothersome at 
night, and the person becomes irritable and 
depressed. Young people, particularly males 
in their teens and early twenties, may develop 
large bulk in their thoracic extensor muscles 
at the site of maximum kyphosis, but may con- 
tinue to have discomfort. In mature adults 
there is seldom an adaptive strengthening of 
the muscles but usually a progressive weaken- 
ing as the muscle is stretched. If the kyphosis 
persists, anatomic changes eventually occur 
in the vertebrae, with an elongation of the 
spinous processes, such that the kyphosis, if 
long standing, is not reversible. 

Drooping shoulders, another problem, 
often result from poor muscle tone in the 
suspension muscles of the shoulder girdles 
and from the pull of gravity. Often the 
shoulder level falls so low that the curvature 
of the upper rib cage is easily recognized 
between the neck and shouders. The nerves 
of the brachial plexus may not be long 
enough to span this increased distance and 
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the tension on these structures will produce 
paresthesias, weakness and pain in the hands. 

Adducted shoulders are seen in posture- 
conscious persons. This includes the young 
man who is attempting to maintain a military 
type posture, and the older person who knows 
there is something wrong with his posture 
and is trying to improve it by pulling his 
shoulders back. The net result is a forward 
projection of the neck and head with possible 
development of symptoms associated with the 
latter problem. 

Another complication of self-directed 
effort to improve one’s posture is that of 
standing too straight. I have seen this usually 
in drum majorettes and career women. There 
is a complete flattening of the thoracic 
curve, and the patient complains of annoying 
pain about the upper thoracic vertebrae. 

As we progress caudally in consideration 
of postural faults, we should consider the 
flaring outward of the lower rib cage. This 
can come about when an over-zealous person 
makes his chest appear big by over-inflating 
it. Unless he tightens the abdominal muscles 
as he raises the ribs, he ends up with a barrel 
chest. More commonly, rib flaring is due 
to a sagging of the rib cage and pressure of 
the lower margin on the abdominal contents. 
The larger the abdomen, the greater the 
push when the person sits. Abdominal 
obliques with poor tone fail to compress the 
lower rib margin during expiration, and 
such encourages the development of flaring. 
The effect of flared ribs on the diaphragm is 
important. The greater the flaring, the flatter 
the diaphragm. Thus, the range of excursion 
of the diaphragm will be decreased, limiting 
respiration, and adding to the morbidity of 
respiratory problems such as asthma and 
emphysema. 


A protruding abdomen, brought on by poor 
muscle tone, obesity, or by habitual faulty 
habits, may handicap forceful expiration and 
contribute to the morbidity of respiratory 
diseases. The large abdomen also moves the 
line of gravity of the body forward and pro- 
duces increased extension of the lumbar 
spine and increased flexion of the pelvis or 
the femurs. With greater strain placed on 
the paravertebral muscular and ligamentous 
structures, low back pain results. This is 
especially productive of pain where con- 
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genital defects are present and where the 
ligamentous structures are weak. Recurrent 
low back strains are more common. Chronic 
increased lumbar lordosis may hasten the 
development of degenerative changes in the 
lower spine. 


Treatment 


It goes without saying that the treatment of 
faulty posture must include the correction of 
tight joints and weak postural muscles; but, 
attention to these factors alone will be met 
with dismal failure. The most important 
approach is through the alteration of faulty 
postural habit patterns. This involves a re- 
education of reflex patterns to develop new 
patterns. Sherrington referred to muscle 
spindles as the most elaborate end-organ, 
second in sensitivity only to the eye and ear. 
The patient must be taught to become more 
aware of his proprioceptive senses and to 
develop a new type of response to them. 

My experience has borne this out. Much 
better results have been obtained from train- 
ing patients to use the postural muscle active- 
ly through a more desirable range of motion 
than has been obtained from the use of 
heavy resistive exercise. You and I have 
seen men with a mobile lumbar spine and ex- 
tremely powerful abdominal muscles, con- 
tinue to sit and stand with a marked lumbar 
lordosis. Strong muscles and supple joints 
do not alone constitute good posture. 

A few words should be said about tight 
joints. Tight segments should be stretched 
to the point where passive range of motion 
is equal to the desired active range of motion. 
Those parts most commonly needing passive 
stretching are the hips into extension, the 
lumbar spine into flexion and occasionally 
the thoracic spine into extension. Other seg- 
ments can be stretched with active exercise. 
If a postural fault has been long standing, it 
may be undesirable to obtain full normal 
passive range of motion (particularly in the 
upper dorsal and lower cervical spine) be- 
cause of anatomic changes that have occurred 
in the shape of the vertebrae. 

The patient should be given a full expla- 
nation and demonstration as to what must be 
done to correct his posture. The aforemen- 
tioned contributing factors must be carefully 
discussed with him and he must be made to 
understand his problem as thoroughly as does 
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his physician. He must be convinced how he 
must maintain an almost constant aware- 
ness of his posture if he is to modify his 
postural habits. He should be shown with 
mirrors how his posture is at fault, for the 
most common cause of faulty posture is the 
person’s inability to detect his own postural 
errors. 

The handiest method of reminding a per- 
son of erectness is having him put his back 
to a wall several times a day. Sometimes a 
vacant wall space is hard to find, so the in- 
side of a door frame may be used. The per- 
son should place his feet so that his heels 
are five to six inches from the wall, then 
flatten his back against the wall. This can 
best be accomplished by working from the 
lower spine upward. The abdominal muscles 
should be contracted and the lumbar spine 
flattened against the wall. At this point, the 
person may bend forward a bit to help flat- 
ten the lumbar spine. When maximum 
flattening of the lumbar spine is obtained, 
he straightens and attempts to touch the back 
of the head to the wall. This can be assisted 
by raising the arms overhead and allowing 
the chest to rise in front. Attempt should 
be made to keep the elbows and hands 
against the wall while raising the arms as 
high as possible, elevating the chest and 
keeping the lumbar spine flat on the wall. 
This maneuver, done frequently during the 
day, is an efficient method of training the 
person’s proprioceptive centers in the feel 
of erectness. It is also effective in changing 
the postural muscles’ position of active range 
of motion. 

The above position is static and posture 
certainly is not static. The following move- 
ment should be done in the above position 
to train the person in postural awareness 
during movement: (1) rotation and lateral 
tilt of the head, (2) coordinated thoracic and 
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abdominal breathing, (3) alternate knee 
raising to chest, keeping the lumbar spine 
flat. When the person walks away from the 
wall, he should attempt to maintain the tall 
erect posture. 

In order to improve the functional range 
of hip extension from neutral position to 
maximum position the following exercise is 
advised. Lying prone on the floor, the per- 
son extends one hip, abducts the hip, re- 
turns the leg to the midline and lowers it. 
This is done with alternate lower extremities 
without extending the lumbar spine. Usage 
of this exercise has also appeared to toughen 
the low back ligamentous structures; for 
patients have had a decreased incidence of 
recurrent strains. 

Patients are counseled to avoid daily ac- 
tivities which place unreasonable postural 
strains on their backs. For example, they 
are advised to sit with their sacrums at the 
back of the chair and frequently stretch the 
head toward the ceiling. 

The patient must be seen a sufficient num- 
ber of times for proper indoctrination in 
philosophy and training in exercises. Good 
posture is obtained when he can maintain a 
good position in various activities, in vary- 
ing positions and under stress. 

Postural deviations are numerous in type, 
and each patient should have an individual 
prescription for correction of his special 
problems. I have tried to point out here 
only the most common mechanism of pos- 
tural deviation and the importance of the 
role of gravity in its development. Our pos- 
tural mechanisms are directed toward hold- 
ing us erect from the pull of gravity. Real- 
izing this, and understanding how the body 
tends to yield to the pull of gravity, the 
physician and the patient are better able to 
approach the correction of faulty posture. 
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Treatment of Diabetes Mellitus with 
Orally Administered Compounds: 


KELLY M. WEST, M.D., and 


STANLEY R. McCAMPBELL, M.D.,t Oklahoma City, Okla. 


Naturally there has been a great deal of interest in the management of diabetes by oral 
medication. Though such is not universally effective nor practical, it seems to have made a 


place for itself in the treatment of older diabetics. 


THERE IS NOW GENERAL AGREEMENT that many 
diabetic patients whose blood glucose levels 
remain. elevated after dietary treatment show 
more nearly normal fasting blood glucose 
levels when treatment with tolbutamide 
(Orinase) is added to the dietary therapy. 
However, there are substantial differences of 
opinion in respect to the percentage of dia- 
betics in whom treatment of diabetes with 
tolbutamide is applicable. One of the pur- 
poses of this paper is to discuss the reasons 
for these differences in practice and to pro- 
vide the physician, whose primary interest is 
not in this field, with additional information 
on which to base an opinion in this matter. 
The discussion immediately below concerns 
itself with tolbutamide only. However, recent- 
ly three other oral hypoglycemic agents have 
been studied extensively. They are discussed 
briefly at the end of this article. 


How Frequently Should Orinase be Used? 


It is generally agreed that therapy with 
tolbutamide alone is contraindicated in pa- 
tients whose diabetes had its onset in child- 
hood and in patients prone to develop aci- 
dosis. On the other hand, in patients with 
diabetes of mild or moderate severity there 
is considerable variability of opinion con- 
cerning the frequency with which therapy 
with this drug is appropriate. Several of the 
issues which are most frequently raised in 
making a decision as to whether oral treat- 
ment is or is not indicated are discussed below: 


1. What levels of blood glucose may be con- 


*Read before the Section on Medicine, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


7From the Department of Medicine of the University of 


Oklahoma School of Medicine, and the Veterans Administra- 
tion Hospital, Oklahoma City, Okla. 


sidered “‘satisfactory” in the treatment of dia- 
betes? The majority of students of diabetes, 
including the authors, regard the degree of 
hyperglycemia as one important index of the 
degree of the aberration of metabolism in 
diabetes. They believe that many complica- 
tions of diabetes may be due in part or entirely 
to the lack of “chemical control,’ and that 
the blood glucose under most circumstances 
is a useful index of the degree of control at 
any given time. Physicians who are of this 
opinion, then, would require that the blood 
glucose levels during treatment with tolbuta- 
mide be just as nearly normal as could be 
achieved using insulin. On the other hand, 
those who believe that the late complications 
of diabetes are not related to the degree of 
chemical control would be more likely to 
prescribe the drug in a larger number of 
instances, since they would not necessarily 
require that blood glucose values be as nearly 
normal as could be achieved with insulin. 

2. Is the administration of insulin more 
effective in inhibiting the development of 
atherosclerosis than is tolbutamide? In patients 
in whom therapy with Orinase is likely to be 
considered, the principal cause of death is 
coronary atherosclerosis, and atherosclerosis of 
the arteries of the lower extremity is a very 
important cause of morbidity in these patients. 
Since the physiologic effects of tolbutamide 
are not entirely the same as those of insulin 
(see below), the question arises as to the rela- 
tive effects of the two drugs in inhibiting 
atherogenesis. It has been shown that aber- 
rations of lipid metabolism are frequently 
present in patients with premature atheroscle- 
rosis, and it has also been shown that insulin 
may have “corrective” effects in diabetic pa- 
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tients exhibiting abnormalities of lipid me- 
tabolism. However, is has not yet been proved 
that insulin deficiency, per se, is the most 
important factor in causing an increase in the 
rate of development of atherosclerosis. Never- 
theless, there is a large body of evidence indi- 
cating that insulin exerts a profound effect 
on lipid metabolism, and it is quite possible 
that replacing the insulin deficiency in a dia- 
betic patient would decrease the rate of de- 
velopment of atherosclerosis. The effects of 
tolbutamide on lipid metabolism have been 
less extensively studied. For this reason some 
are reluctant to administer the drug to pa- 
tients in the fourth to sixth decades of life 
until more is known concerning its effect on 
lipid metabolism. On the other hand, there 
is much evidence suggesting that tolbutamide 
acts by causing an increase in the release of 
insulin from the pancreas. If this is established 
it may be assumed that the actions of the two 
drugs are qualitatively identical in patients 
susceptible to the pancreaticotrophic effect of 
tolbutamide unless tolbutamide produces 
additional effects which are not mediated 
through the pancreas. There is at present no 
evidence indicating that the lipid moieties in 
the sera of patients being treated with this 
drug are significantly different qualitatively 
or quantitatively from those after therapy 
with insulin (assuming comparable degrees of 
control of the blood glucose levels have been 
achieved). This matter is under study in this 
and other laboratories. 


3. Does Orinase exert its hypoglycemic ef- 
fect principally by increasing the amount of 
endogenous insulin available? Although much 
is now known about the effects of tolbuta- 
mide, the precise mechanism or mechanisms 
by which it exerts its hypoglycemic effect is 
not known. Although it seems very likely that 
this drug stimulates the secretion of insulin, 
many differences in the effects of insulin and 
tolbutamide have been shown. It is quite pos- 
sible that some of these differences may be 
explained ultimately on the basis of the fact 
that the relatively gradual release of very 
small amounts of insulin produced by tolbuta- 
mide cannot be expected to correspond 
precisely to those produced by the abrupt 
administration of large amounts of insulin in- 
travenously. Intravenously administered doses 
of insulin of the order of 5 to 10 units could 
hardly be considered “physiologic” since the 
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administration of 1 to 2 units per hour will 
usually control totally diabetic patients. 
(These estimates are based on a daily require- 
ment of 24 to 48 units of insulin and upon 
the assumption that insulin disappears from 
the blood at a rate suggesting a half-life of a 
little less than 30 minutes.') One or two units 
of insulin administered intravenously could, 
then, be considered a large dose. In a recent 
report? we showed that the intravenous ad- 
ministration of 1.8 units of insulin to a non- 
diabetic subject weighing 178 pounds pro- 
duced a marked effect on the rate of dis- 
appearance of intravenously administered glu- 
cose. It is of further interest that the intra- 
venous administration of 0.5 Gm. of chlor- 
propamide produced a strikingly similar ef- 
fect. One possible explanation of these results 
is that the chlorpropamide caused the pan- 
creas to secrete an amount of insulin equiva- 
lent to 1.8 units of insulin. This amount of 
insulin, while capable of exerting a hypo- 
glycemic effect would be difficult to identify 
using our present methods of insulin assay. 
Furthermore, it has been shown that very 
small amounts of insulin may produce physio- 
logic effects which are different from those 
produced by larger doses, particularly when 
they are administered slowly.’ 


In general, it would probably be correct to 
say that those who believe that the available 
evidence indicates that tolbutamide increases 
the secretion of insulin have been more likely 
to prescribe it more frequently. On the other 
hand, the majority of those who are impressed 
with the differences which have been demon- 
strated in the qualitative effects of tolbuta- 
mide and insulin are inclined to be more 
conservative in the selection of patients for 
therapy with this drug. Some of the available 
evidence concerning its mechanism of action 
has been reviewed recently.* 


4. Is is possible that long-term administra- 
tion of tolbutamide might produce exhaustion 
of the pancreatic beta cells? Since it is possible 
that tolbutamide produces an increase in the 
rate of insulin secretion, the possibility has 
been considered that long-term administra- 
tion of the drug to patients with limited 
reserve in the beta cells might result in 
eventual exhaustion of these cells. Although 
this possibility did not seem particularly re- 
mote at the time these agents were introduced, 
no evidence that this phenomenon occurs to 
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a significant degree has accumulated during 
the several years over which the sulfonylurea 
agents have been administered to patients and 
to animals. The term “secondary failure” has 
been used to describe instances in which an 
initially favorable response to a sulfonylurea 
derivative is followed by the development of 
unresponsiveness, a situation suggesting that 
the diabetes may have become more severe. 
However, this phenomenon occurs rather in- 
frequently in patients who continue to ob- 
serve appropriate diets during the therapy 
with these drugs. Furthermore, it should be 
mentioned that a certain percentage of pa- 
tients who are being treated with insulin may 
subsequently require greater amounts of in- 
sulin than were required initially. It does not 
seem likely, then, that pancreatic exhaustion 
will be the result of long-term therapy with 
tolbutamide. 


5. Is Orinase more toxic than insulin? Sensi- 
tivity reactions to both this drug and to in- 
sulin of any appreciable severity are rare. We 
are not aware of any well confirmed instance 
of a fatality resulting from a sensitivity re- 
action to tolbutamide. Minor reactions, such 
as skin rashes or gastrointestinal symptoms, 
occur in approximately 3% of patients and 
these often subside even when the drug is con- 
tinued. Severe hypoglycemia is extremely rare 
during treatment with tolbutamide. It should 
be mentioned that the patients who are re- 
sponsive to this drug are usually relatively 
stable diabetics who are insensitive to insulin 
and in whom hypoglycemia during treatment 
with insulin also would be rare if insulin were 
administered in appropriate dosages. 


During the first few months after the sul- 
fonylurea agents were introduced, the possi- 
bility that these agents might produce some 
kind of chronic toxicity was justifiably con- 
sidered. At present, however, a great many 
patients have been taking tolbutamide for 
periods of 1 to 3 years and evidence of ap- 
preciable chronic toxicity has not appeared. 


Predicting Who Will Be Responsive to Orinase 


Our experience in regard to which types of 
patients are likely to exhibit clinically signifi- 
cant hypoglycemic responses to tolbutamide 
have been similar to those of others and are 
summarized very briefly below. In patients in 
whom conventional dietary management has 
not made possible sugar-free urine and fast- 
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ing blood sugar values consistently below 150 
mg. per 100 cc. (Folin-Wu technic) tolbuta- 
mide is usually effective in achieving the afore- 
mentioned goals in patients whose diabetes 
began after 60 years of age. In patients in 
whom the onset of diabetes has occurred be- 
tween the ages of 40 and 60, treatment with 
tolbutamide is somewhat less likely to achieve 
these goals than with the former group, but 
many of these patients are sufficiently re- 
sponsive. We have not found tolbutamide 
to be effective frequently in patients in whom 
onset of diabetes occurred before 40 years of 
age. Most adult patients who require less 
than 20 units daily of insulin can be ade- 
quately controlled with tolbutamide. Most 
patients who require more than 40 units 
of insulin are not sufficiently responsive to 
oral medication. Patients requiring 20 to 40 
units of insulin usually are not adequately 
controlled with tolbutamide, but exceptions 
occur occasionally to this rule and to the other 
generalizations mentioned above. Patients 
whose blood sugar values decline to less than 
100 mg. per 100 cc. in 4 hours after 3 Gm. of 
tolbutamide orally are usually adequately re- 
sponsive to the drug when it is administered 
daily in smaller doses.* Those patients whose 
blood sugar levels fails to return to normal 
after this test dose usually are not satisfactorily 
controlled by daily administration of the drug. 

Patients who exhibit ketonuria when tol- 
butamide is substituted for insulin should 
receive insulin, not the oral drug. 


Patients who are not responsive after one 
week to 0.5 Gm. of tolbutamide administered 
twice daily are usually not responsive to any 
dose of the drug. 

Half of an administered dose of tolbuta- 
mide disappears in approximately 4 hours 
after it has entered the blood.” For this rea- 
son we have usually given the drug twice 
daily, and at present in most instances are 
employing a dosage schedule of 0.5 Gm. twice 
daily. The dose given before breakfast has 
been raised occasionally to 1 Gm. 


Newer Oral Hypoglycemic Agents 


Several drugs classified as formanidenylimi- 
noureas have been studied because they pro- 
duce hypoglycemic effects. These drugs are 
biguanides and one of them called DBI has 
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been clinically tested rather extensively.® It is 
a little more potent than Orinase but it causes 
vomiting in a high percentage of cases. It does 
not act by stimulating the pancreas. 

The sulfonylurea agents chlorpropamide 
(Diabenese) and WP-40 (metahexamide) are 
being studied now. They are both decidedly 
more potent than tolbutamide but neither is 
effective in diabetics with the onset in child- 
hood. We? have found that the greater potency 
of chlorpropamide in man is largely or en- 
tirely due to the fact that it has a much longer 
biologic half-life than tolbutamide. 

Chlorpropamide is more toxic than tolbuta- 
mide in man when equivalent doses are given. 
However, chronic administration of chlor- 
propamide in doses of 100 to 250 mg. daily 
will produce an effect equivalent to that pro- 
duced by a daily dose of 1,000 mg. of Orinase. 
It is possible that when doses of chlorpropa- 
mide exceeding 250 mg. daily are avoided the 
toxicity of chlorpropamide will be more 
nearly similar to that of tolbutamide. 

Whether chlorpropamide or metahexamide 
or both will replace tolbutamide will depend 
to a great extent on two things. It will have to 
be established that the newer drugs are not 
substantially more toxic than “standard” doses 
of the older drug when given in appropriate 
doses of the order of 100-300 mg. daily. And 
it will have to be established that there are 
patients who are refractory, to tolbutamide 
who respond to the newer drugs. If all sul- 
fonylurea agents exert their principal effect 
by stimulating the pancreas, it is possible that 
any of these agents will be effective if ade- 
quate doses are given when there is insulin 
producing tissue present. If this should prove 
to be the case, the agent of choice would be 
the agent with the most favorable relation- 
ship between potency and toxicity at effective 
serum levels. The results of detailed studies of 
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the comparative pharmacology in man of 
tolbutamide, chlorpropamide, metahexamide, 
and carbutamide will be published elsewhere.® 
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Discussion (Abstract) 


Dr. A. A. Herold, Sr., Shreveport, La. After hear- 
ing Dr. West’s wonderful paper, I am prompted to 
make a few remarks relative to experiences in our 
Clinic with the oral preparations. It may interest many 
of you, although I know some of you must know it, 
that the Germans had oral preparations for hyper- 
glycemia early in the 1920’s, their principal ones 
being Synthalin, Neo-Synthalin and Glukhorment. I 
personally used Synthalin on two young people at that 
time, but finally discontinued it as I learned that the 
Guanadine contained in it is often toxic for the liver 
It is a fact that Professor Frank of Breslau received 
the Nobel prize in 1926 for his work with Synthalin, 
as it was then thought that he had solved the entire 
problem. I have had experience with Orinase, Chlor- 
propamide, metahexamide and DBI, but have not yet 
reported my results except with tolbutamide. I note 
Dr. West’s remarks about young people, but I have 
come to the conclusion that there is no hard and fast 
tule in this respect, as I have a patient who has been 
taking tolbutamide very successfully for the past two 
years and she is only 30 years old at this time. I be- 
lieve we should warn our patients not to discard die- 
tary management, especially in the milder cases, as I 
have been able to get good results in some cases with 
diet alone and I am sure that others have done the 
same. 
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Abdominal Abscesses in Children* 


CHARLES M. NICE, JR., M.D.,f New Orleans, La. 


Abdominal abscesses may arise from a variety of sources and sites. Their localization and 
diagnosis in children can be aided greatly by proper roentgenologic studies. 


Introduction 


SINCE THE INTRODUCTION OF SULFONAMIDE AND 
ANTIBIOTIC THERAPY the diagnosis and manage- 
ment of abdominal abscesses has undergone 
considerable change.!;? The patient may show 
very few specific signs of illness and at times 
there may be a rather sudden deterioration 
of the general clinical condition within a few 
hours resulting in the manifestations of se- 
vere pain, a swinging temperature curve, and 
other signs of sepsis. A review of several cases 
shows that appropriate roentgen studies may 
be of considerable aid in the diagnosis and 
following of these patients. 


Classification 


Abdominal abscesses may be classified ac- 
cording to etiology, pathogenetic aspects or 
topography. Since location of an abscess is 
fundamental in leading to further studies that 
help determine the etiology and pathogenesis, 
it might be advisable to formulate a classifi- 
cation based on topography. Realizing that 
any classification may not be complete the 
following is submitted: 

I. Abscesses of the abdominal wall 

A. Related to the umbilicus. 
B. Other abscesses of the abdominal 
wall. 

II. Intraperitoneal abscesses 

A. Related to the gastrointestinal tract. 

B. Related to other intraperitoneal or- 
gans. 

C. Extravisceral intraperitoneal abscess. 

II. Extraperitoneal intra-abdominal ab- 

scesses 

A. Related to specific organs. 

B. Extraperitoneal abscesses not related 
to organs. 


*Read before the Section on Radiology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 

+From the Department of Radiology, University of Minne- 
sota Hospitals, Minneapolis, Minn., and the Division of Ra- 
diology, Department of Medicine, Tulane University School 
of Medicine and the Department of Diagnostic Radiology, 
Charity Hospital of Louisiana, New Orleans, La. 


Abscesses occurring in the abdominal wall 
merit the category of a separate group be- 
cause they may or may not be related to 
intra-abdominal abscesses or tumors.*:+ A 
search should be made for a nearby or distant 
source of infection. Umbilical abscesses are 
considered as a separate subgroup, especially 
in children, because they may be related to 
an infected umbilical stump in the neonatal 
period or to remnants of the vitelline duct 
or the urachus in childhood. 


In the intraperitoneal group an abscess may 
be located within the wall of the stomach, 
small bowel, or colon. The liver may contain 
an amebic abscess (usually in the anterior 
portion) or a bacterial abscess (more com- 
monly in the posterior portion). An infected 
gallbladder may give rise to an abscess and 
occasionally an abscess is found in the spleen. 


Extravisceral intraperitoneal abscesses oc- 
cur around a perforated viscus (appendix, 
gallbladder, duodenum, stomach, or colon) or 
may occur in the subhepatic space. Mesenteric 
adenitis may lead to abscess formation. Any 
of the intraperitoneal abscesses may extend 
to the extraperitoneal space. 


Extraperitoneal intra-abdominal abscesses 
may be related to specific organs. Thus an 
abscess may occur in or about the kidney, 
pancreas, or prostate. Extraperitoneal abscesses 
unrelated to an organ may occur in the sub- 
phrenic space, pelvis, or any other extraperi- 
toneal location as a result of local extension 
from an intraperitoneal or abdominal wall 
abscess. Abscess of intra-abdominal portion 
of the vitelline (omphalomesenteric) duct and 
the urachus should be included in this group 
in children. 


Acute iliac adenitis is one of the common 
causes of retroperitoneal abscess in the iliac 
region.® 

Etiology and Pathogenesis 


Many type of bacteria, fungi, and protozoa 
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may be implicated. Staphylococcus aureus is 
a frequent offender.® Anaerobic streptococci, 
E. coli, B. proteus and the salmonella group 
have been found.® The pneumococcus has also 
been reported as an etiologic agent.? Blasto- 
mycosis* and actinomycosis have been found 
in some cases and amebic abscess of the liver 
is found in tropical and subtropical areas. 
The presence of diabetes mellitus or other 
systemic illness may lower resistance to in- 
fection and thus constitute a factor in the 
development of an abscess. Boils, carbuncles,® 
pneumonia,*:!° otitis media and other infec- 
tions may serve as a source for hemolytic 
spread. Primary lesions leading to abscess for- 
mation include wounds (traumatic and post- 
operative), perforated viscus (duodenal or 
gastric ulcer, appendix, gallbladder) and 
rarely such conditions as puerperal sepsis.® In 
some the pathogenesis may not be clear.* 


Abdominal Abscesses Peculiar to Childhood 


It is said that the only truly age-limited 
disease is meconium ileus. One of the case 
histories presented below is that of an ab- 
scess developing in the presence of meconium 
peritonitis; this is one type of abscess that one 
might safely say is limited to children. 


Some types of abscesses occur in both chil- 
dren and adults. Abscess complicating hepatic 
cyst, renal tumor, perinephritis infection, gas- 
tric or duodenal ulcer are less common in 
children than in adults. 

Abscesses in the region of the umbilicus 
and other abscesses of the abdominal wall are 
probably more common in children. Subfascial 
abscess of the abdominal wall is probably 
more common in children.’ (In adults carci- 
noma of the colon may be accompanied by 
an abscess in the abdominal wall.*) Metastatic 
carcinoma may be present in the region of 
the umbilicus in all ages; a primary carcinoma 
may arise in a remnant of the vitelline duct."! 

Subphrenic and appendiceal abscesses are 
relatively common in both children and 
adults. There are retroperitoneal abscesses 
secondary to acute iliac adenitis which may 
cause iliac venous obstruction® and which are 
probably more common in children. 

Bentley!* reported an interesting report of 
a subphrenic abscess and an umbilical fistula 
in an infant thought to be due to an in- 
fected omphalomesenteric cyst. He postulates 
that such a cyst might: (1) produce a sub- 
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phrenic abscess; (2) rupture into the blad- 
der; (3) form an umbilical sinus; (4) lead 
to an umbilical fecal fistula; and (5) present 
the external appearance of an umbilical 
hernia. 


Roentgen Signs in Abdominal Abscesses 


The roentgen features of abdominal ab- 
scesses are quite similar in children and 
adults. Some signs may be considered primary 
or direct in that they pertain to the abscess 
itself. Other signs are secondary or indirect 
in that they indicate changes in adjacent 
organs and tissues. 

An important direct sign is that the abscess 
tends to form a mass as it localizes (Fig. 1). 
The mass may displace adjacent organs. 

Many organisms, including Cl. welchii, E. 
coli, B. proteus, and anaerobic streptococci, 
may form gas.®-13.14 At times this gas is seen 
in air-fluid levels in views in the upright or 
lateral decubitus position, while at other 
times it may be shown as extra-alimentary 
bubbles.!® The formation of gas tends to dif- 
ferentiate abscess from tumor or hematoma, 
although these may also become secondarily 
infected. 


There are several secondary manifestations 
of abdominal abscesses which may assume 
considerable importance if two or more ap- 
pear together, or if seen in conjunction with 
one of the primary signs listed above. There 
may be localized or generalized peritoneal 
irritation which is manifested by fluid be- 
tween bowel loops, and localized or general- 
ized distention of bowel due to adynamic 
ileus. Localized or multiple areas of partial 
mechanical obstruction may be seen. More 
confusing is that an abscess, such as a peri- 
appendiceal abscess, may produce some de- 
gree of mechanical obstruction upon which 
may be superimposed signs of fluid and 
adynamic ileus caused by peritoneal irrita- 
tion (Fig. 2). 

Subphrenic or pancreatic abscesses may 
cause elevation and splinting of the dia- 
phragm which may be demonstrated on 
fluoroscopy or by taking roentgenograms dur- 
ing inspiration and expiration.!® Any abscess 
near the diaphragm may also show evidence 
of small patches of atelectasis, pneumonitis, 
or pleural effusion just above the diaphragm. 
The pleural effusion is serous unless an ab- 
scess ruptures through the diaphragm.™ Ab- 
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FIG. 1 


Left subphrenic abscess; mass indenting fundus of stomach. 
A lateral view showed the lesion to be posteriorly placed. 
(Courtesy Charles C. Thomas, Publisher, Roentgen Diagnosis 
of Abdominal Tumors in Childhood.) 


sence of involvement of diaphragmatic and 
mediastinal nodes indicates this is not lym- 
phatic spread. 

Jonas'* reports a method of stimulating the 
phrenic nerve with a saline moistened elec- 
trode placed over the scalenus anticus mus- 
cle. Under the fluoroscope the diaphragm de- 
scends from three to five inches immediately. 


A renal abscess may distort the outline of 
the kidney or may displace calyces on a pyelo- 
gram. The perinephric abscess causes blur- 
ring of the renal outline and margin of the 
psoas muscle and produces scoliosis due to 
psoas irritation. 

Subhepatic and appendiceal abscesses may 
be confused with perinephric abscess, es- 
pecially in children. It is well to remember 
that Gerota’s perirenal fascia fuses above with 
the diaphragm, and that there is an open 
space below which is continuous with the 
perirenal space of the opposite side.1® The 
approximate location of such abscesses by 
views in the supine, erect, and lateral posi- 
tions may aid the surgeon in his approach 
to drainage. 

The presence of a radiopaque foreign body 
from trauma or from leaving surgical instru- 
ments in the abdomen may be associated with 
some of the other signs of abscess, thereby 
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adding weight to the evidence. 

There may be multiple abscesses in the 
abdomen and pelvis, an important considera- 
tion in both diagnosis and treatment. 


Summary 


In summary, then, the roentgen signs of 
value in abdominal abscess include: 

1. Mass lesion. 

2. Gas-fluid level outside of bowel. 

3. Gas bubbles outside of bowel. 

4. Fluid formation between bowel loops. 

5. Localized or generalized adynamic ileus. 

6. Single or multiple areas of partial ob- 
struction. 

7. Foreign bodies. 

8. Blurring of soft tissue margins: renal, 
psoas, etc. 

9. Elevation and splinting of the di- 
aphragm. 

10. Atelectasis, pneumonitis, or pleural 
fluid above the diaphragm. 

11. Multiple abscesses may occur. 


Case Reports 


Most of the patients encountered in this 
group have had appendicitis, operation, 


FIG. 2 


Appendiceal abscess; density of mass in right lower quadrant 
and fluid between loops of bowel. Very little gas in the colon 
so that small bowel distention is due to partial obstruction. 
(Courtesy Charles C. Thomas, Publisher, Roentgen Diagnosis 
of Abdominal Tumors in Childhood.) 
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FIG. 3 


A 


(Case 3) Hepatic, right subphrenic and basal pulmonary abscesses. (A) Supine abdomen. (B) Upright chest. 


trauma, or a developmental condition such 
as persistent urachus which might be consid. 
ered contributory. One patient had pneu- 
monia before a subphrenic abscess developed, 
and one possibly had psychiatric implications 
which preceded operation. It is not always 
possible to trace the antecedent events with 
exact certainty. 


Case 1. E. T., a 7 year old boy, was given 2 ounces 
of castor oil by his mother on Dec. 1, 1957, for ab- 
dominal pain and emesis. On Dec. 5, at a community 
hospital, a diagnosis of ruptured appendix, peritonitis, 
and shock was made and conservative management 
instituted. On Dec. 16, operation revealed a perforated 
appendix, and abscesses in the right lower, right up- 
per, and left lower quadrants. Gradual improvement 
followed surgical drainage and the use of antibiotics. 


FIG. 4 


A 
(Case 4) Right subphrenic abscess. (A) 


B 
Upright. (B) Left lateral decubitus. 
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FIG. 5 


(Case 5) Abscess in lower abdomen and pelvis following bullet wound. (A) Note obstruction of small bowel, fluid between 
loops. (B) Lateral view of lower abdomen and pelvis reveals a mass density with the bullet low and posterior (arrow). 


Case 2. R. P. was a 15 year old boy. On Mar. 1, 
1953, he was nauseated. On Mar. 4 abdominal disten- 
tion and fever up to 104° F. were noted. The family 
doctor recorded evidence of shock, cyanosis, leukocy- 
tosis, and a rigid abdomen. At operation the appen- 
dix was normal, the stomach distended. The patient 
had aspiration pneumonia after operation. 

On about Mar. 15, an “obstructed stomach was 
diagnosed on x-ray” and a duodenostomy was done. 

He was admitted to the University of Minnesota 
Hospital on June 21, and on July 3, operation re- 
vealed a solid mass filling the left upper quadrant. 
A biopsy showed adhesions in the left upper quadrant 


FIG. 6 


(Case 6) Large abscess from bottom of pelvis to umbilicus. 
Lateral decubitus view shows large ill-defined density in 
pelvis and lower abdomen with probable extraluminal gas- 
tluid levels over right ilium and liver. 


and an hourglass constriction of the stomach. The 
spleen was freed and removed; gastroplasty was done. 


Comment. The patient was considered to 
have had an abdominal abscess, but the path- 
ogenesis is not clear. 

Case 3. P. K., a 12 year old girl, gave a history 
of rheumatic fever and subacute bacterial endocarditis. 
She developed appendicitis followed by hepatic and 
subphrenic abscesses which, in turn, were followed 
by development of an abscess in the right lower lung 
and a bronchobiliary fistula (Fig. 3). 

Case 4. G. S. was a 9 year old boy. The family 
physician began treating the patient for right lower 
lobe pneumonia one month before admission to the 
University Hospital. In spite of antibiotics the patient 
continued to be ill and to have fever. Two days before 
admission he coughed or vomited one quart of liquid 
material. 

On admission he had a T. of 101° F., appeared ill, 
and had WBC of 9,900. Roentgenograms of the ab- 
domen and chest revealed a large subphrenic abscess 
with gas-fluid levels in the upright and left lateral 
decubitus views. Inflammatory changes were present 
in both lower lung fields (Fig. 4). The next day a 
subphrenic abscess was drained through an_ extra- 
peritoneal approach. Culture showed bacteriodes. He 
was treated with tetracycline and was considered well 
about 10 weeks later. 


Comment. The demonstration of the gas- 
fluid level beneath the diaphragm enabled 
one to make the preoperative diagnosis of 
subphrenic abscess and plan surgical drain- 
age accordingly. 

Case 5. B.K., an 11 year old boy, was accidentally 
shot in the abdomen with a pistol. Six inches of ileum 
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FIG. 7 


(Case 7) Infected urachal cyst forming abscess with draining umbilicus. (A) Supine view of abdomen. (B) Lateral view. 


were removed at operation. He was operated on again 
10 days later for obstruction, and adhesions cut. On 
Apr. 12, 1953, distention appeared again (Fig. 5, A) 
and at operation adhesions were found near the anasto- 
mosis about 10 to 12 inches proximal to the ileocecal 
valve. Twelve days later a wound infection drained; 
fever persisted. A mass could be felt in the pelvis near 
the site of the bullet (Fig. 5, B). He improved steadily 
on oxytetracycline therapy. 


Case 6. S. M., an 11 year old boy, had had gastro- 
intestinal complaints since birth. Before admission to 
the University of Minnesota Hospital he underwent 
four abdominal operations in 7 months: (1) appen- 
dectomy; (2) pylorotomy for pyloric stenosis, cholecys- 
tectomy; (3) gastrojejunostomy to relieve obstruction; 
and (4) colostomy. On admission he complained of 
malaise, vomiting, abdominal pain, and distention. 
T. was 101° F.; a mass was felt on rectal examination. 


Roentgenographic examination revealed obstruction 


of the small bowel with very little gas in the colon, 
a mass density in the lower abdomen and pelvis. The 
left lateral decubitus view showed probable gas-fluid 
levels outside of the bowel wall over the liver and 
right ilium (Fig. 6). 

At operation a large abscess was seen extending 
from the bottom of the pelvis to the umbilicus. He 
continued to have intermittent obstruction and copious 
drainage from the colostomy so the latter was resected 
about 6 weeks later. 


Five months later he was active and gaining weight. 


Comment. This patient was referred to a 
psychiatrist for observation since he had com- 
plained of symptoms all of his life and the 
entire series of operations may not have been 
necessary. 


Case 7. S. T., an 8 month old boy, was admitted 


FIG. 8 


(Case 8) Meconium abscess in infant one month of age. (A) Partial obstruction, mass in pelvis. (B) Intravenous urogram 
showing some dilatation of upper urinary tract. (C) Lateral urogram showing mass about the sigmoid colon, displacing 


bladder anteriorly. 
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to Fairview Hospital, Minneapolis. His mother stated 
he had had a cough, coryza, and tenderness in the 
lower abdomen of one week’s duration. 

On admission physical examination revealed a ten- 
der mass extending from just above the umbilicus to 
the lower abdomen about half way to the symphysis 
pubis. Roentgenograms show the location of the ab- 
scess very well (Fig. 7). WBC was 24,700 with 60% 
neutrophiles. Drainage from the umbilicus revealed 
hemolytic coagulase positive Staphylococcus aureus. 
Treatment with fluids, penicillin, and chlorampheni- 
col appeared to control the infection. Nine days after 
admission the patient was discharged with a small 
nodular mass palpable below the umbilicus. 

Comment. This patient probably had an 
infected urachal cyst leading to the umbilical 
abscess. Stabilization of the infection is im- 
portant prior to surgical excision. 

Case 8.* K. T., a female infant 1 month in age, 
had had rectal bleeding at 2 to 3 days of age, and was 
treated by suppositories for a diagnosis of rectal fis- 
sure. The rectal bleeding subsided in 2 to 3 weeks 
but there was no weight gain, infrequent voiding of 
urine, and frequent daily stools. 


The combination of physical and roentgen exami- 
nations suggested a mass between the bladder and 
rectum (Fig. 8). 

At operation two days after admission there were 
adhesions about the sigmoid colon and the surround- 
ing loops of small bowel apparently of long standing. 
A small pocket of pus was noted in the area of the 
sigmoid colon and a necrotic perforated area was 
shown. The sigmoid colon was exteriorized and anti- 
biotic therapy started. 

Three days later the exteriorized bowel darkened 
in color. Operation revealed that the distal colostomy 
loop had retracted and dropped back into the perito- 
neal cavity with perforation and gross contamination. 
Free meconial stool was noted throughout the ab- 
domen. A transverse colostomy was performed. 


There were several further complications during the 
next 2 months. Gradual improvement was noted and 
eventually repair of the colostomy will be done. 

Comment. Apparently this is an abscess 
beginning in the pelvis during the first few 
days of life. Since the sigmoid colon was per- 
forated one might think of this as a meconium 
abscess. 


Discussion 


There were three more records of abdomi- 
nal abscesses in children during the 5 year 
period of 1953-58, two following appendiceal 
infection and another due to a shotgun 
wound. The cases presented above illustrate 
the principal types and demonstrate most of 
the roentgen findings. 


The technic of the roentgen examination 


*Note: Case 8 was referred by courtesy of Dr. Tague 
Chisholm, Minneapolis, Minn. 
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is of paramount importance. Supine and erect 
views of the abdomen in the anteroposterior 
or posteroanterior view should constitute the 
minim examination. If an abscess is sus- 
pected a right or left lateral decubitus view, 
with the affected side up, may be of further 
value. Lateral views of the abdomen and pel- 
vis in both the recumbent and upright posi- 
tions may also give further information con- 
cerning accurate localization and extent of 
the process. 

In the differential diagnosis tumors, hema- 
tomas, cysts, and miscellaneous conditions 
which may produce mass densities have to 
be considered. Tumors and hematomas usual- 
ly do not contain gas unless secondarily in- 
fected. Cysts such as the hepatic, renal, and 
alimentary duplication cysts are usually more 
sharply demarcated. However, the urachal 
and vitelline duct cysts may become infected 
and produce signs of abscess. 


Alimentary duplication cysts, intussuscep- 
tion and strangulated loops of bowel can pro- 
duce mass densities with obstruction above 
the lesion. The first two of these are usually 
more sharply demarcated than an abscess, and 
fluid-filled loops of bowel may also be more 
strictly outlined until leakage of intestinal 
contents initiates a localized or generalized 
peritonitis. 

Correlation with other clinical and labora- 
tory findings is important in making the 
provisional diagnosis of abdominal abscess 
and in planning the proper type and time 
of surgical approach. 


Summary and Conclusions 


1. Many of the etiologic, pathogenetic, 
and roentgenologic features of abdominal ab- 
scess are common to both children and adults. 


2. A history of appendicitis, trauma, or 
previous surgery is important in all age 
groups. 

3. Many organisms produce gas in ab- 
scesses, a fact which may be of great value 
in the roentgen diagnosis. 


4. Careful roentgen studies aid in the di- 
agnosis and localization of abdominal ab- 
scesses. 


5. Vestigial remnants of the urachus and 
vitelline duct may become infected in chil- 
dren. The latter may develop many possible 
ramifications. 
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6. Several case histories have been de- 


scribed, including an uncommon abscess in a 
newborn child, probably a meconium abscess. 


6. 


Atlanta, 
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Blastomycosis as Encountered in the 
Practice of Otolaryngology: 


W. COPLEY McLEAN, M.D., and 


G. SLAUGHTER FITZ-HUGH, M.D.,t Charlottesville, Va. 


Blastomycosis probably occurs more frequently than is suspected. Certainly it must be kept in 
mind in chronic pulmonary disease in which the organisms of tuberculosis cannot be 
demonstrated, as well as in other granulomatous lesions. As appears in the discussion, the new 
antibiotic, amphotericin B, seems to have provided another agent in the treatment of this disease. 


IN THE PRESENT-DAY PRACTICE of laryngology, 
hoarseness of a chronic nature is thought at 
first to be due to malignancy until proved 
otherwise. The incidence of tuberculosis of 
the larynx is fortunately so low that many 
young otolaryngologists have yet to see their 
first case, thanks being due to the slow but 
progressive control of the disease by the new 
antituberculous drugs. Laryngeal syphilis, as 
well as syphilis in general, is almost a thing of 
the past because of the treponemicidal effect 
of penicillin. Therefore, we believe it would 
be of interest to this group to say a few words 
regarding a disease that, although frequently 
systemic, may have its primary manifestation 
in the larynx, or may be limited to the larynx, 
and that usually has some characteristics par- 
tially suggestive of any of the three aforemen- 
tioned diseases. 

Blastomycosis is a chronic disease caused by 
the fungus Blastomyces dermatitidis, and may 
involve the skin, internal organs, or any por- 
tion of the respiratory tract. Blastomycosis was 
first described in 1894 by Gilchrist.! Although 
over 500 cases have been reported in the liter- 
ature, only slightly more than a dozen have 
had primary laryngeal involvement. In 1896, 
Gilchrist and Stokes? first described a verru- 
cous type, primary blastomycosis affecting the 
larynx. From 1894 to 1918, 47 cases were re- 
ported with possible, but not proved, associ- 
ated involvement of the larynx in 3 cases. 
Early reports revealed a large concentration 
of such cases around Chicago and the mid- 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Fifty-Second Annual 
Meeting, New Orleans, La., November 3-6, 1958. 

tFrom the Department of Otolaryngology, University of 
Virginia Hospital, Charlottesville, Va. 


western part of the United States; but more 
recently, greater numbers have been reported 


from the north, central, and southeastern 
states.3 


General Considerations 


The epidemiology of blastomycosis is poor- 
ly understood. In personnel closely associated 
with patients suffering from blastomycosis, 
the disease does not develop, nor do they have 
a positive blastomycin skin test.t Isolated in- 
stances of the disease have been reported in 
animals, but no definite animal reservoir has 
been established. Poor living conditions, i.e., 
damp, dusty, and moldy living quarters may 
be predisposing factors, and a large percent- 
age of patients with blastomycosis are laborers 
or agricultural workers. Because of this, it has 
been suggested that the mode of transmission 
may be related to soil or soil products. 
Although there have been reports of isolation 
of the blastomyces or blastomyces-like fungi 
from homes of patients with blastomycosis, 
cultures of random soil samples from epidemic 
areas have consistently failed to reveal the 
presence of the fungus. However, Blastomyces 
dermatitidis has been grown experimentally 
in the laboratory from soil which had been 
autoclaved prior to inoculation.® 


The disease may occur in any age group, 
ranging from 9 years to 78 years, which was 
the age of one of the 2 patients in our report. 
However the majority of cases are found in 
the 20 to 40 year category. There is approxi- 
mately a 9:1 male to female ratio and a 2:1 
Caucasian to Negro ratio in the cases in the 
literature. 


The blastomycosis skin test is positive in 
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approximately 56° of patients with active 
disease. A positive complement fixation test 
has been noted in about 53% of the cases, and 
is considered suggestive of active disease if the 
titer is 1:4 or greater. Ferguson,® in 1951, 
quotes Smith? who believes that the prognosis 
in blastomycosis depends on the immunologic 
state. Smith studied 40 cases of blastomycosis 
in the Duke Clinic and found the following 
immunologic groups: 

1. Skin test positive—complement fixation 
negative. Prognosis in this group is relatively 
good, since these patients respond well to 
treatment after desensitization with vaccine. 


2. Skin test positive—complement fixation 
positive. The response to treatment in this 
class is not so satisfactory, but may be good 
following desensitization. 

3. Skin test negative—complement fixation 
positive. The prognosis in this category is very 
poor, as this represents an anergic reaction. 

4. Skin test negative—complement fixation 
negative. These are usually early cases in 
which hypersensitivity and complement fixa- 
tion antibodies have not yet developed. Obvi- 
ously, this group of patients will ultimately 
reclassify themselves into one of the other 
three. 

Clinically, the common cutaneous type 
rarely causes death and seldom spreads to be- 
come the systemic variety. The systemic va- 
riety is often fatal, with mortality rates quoted 
as varying from 75 to 92 per cent. 


Disease of the Larynx 


In reviewing the articles on blastomycosis of 
the larynx, it was interesting to note that 
almost all instances apparently followed an 
acute upper respiratory infection with a re- 
sulting persistent hoarseness as a primary 
complaint. Additionally, anorexia, weakness, 
weight loss, dyspnea, cough, hemoptysis, chest 
pain, dysphagia, and low-grade fever were 
listed as associated symptoms. 

It is thought that laryngeal lesions develop 
in a manner somewhat similar to that of skin 
lesions. In the latter the infection begins as a 
papule which soon develops into a pustule. 
The surrounding areas become inflamed, fol- 
lowed by the formation of many small absces- 
ses which may contain opaque gelatinous 
material. These soon ulcerate, forming an 
ulcer with characteristic verrucous projections 
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about the edge, resembling tuberculosis verru- 
cosa cutis. This is the picture usually observed 
by the physician.’ The laryngeal lesions may 
exhibit any one of several stages. The early 
inflammatory period reveals a marked, red- 
dened, and granular appearance of the vocal 
cords and the surrounding structures. Multi- 
ple small pin head sized abscesses then form 
and are noted as minute greyish papules with 
an occasional yellow nodule. Ulcerations then 
develop and are covered with a thin grey 
membrane with an underlying, fiery red color 
on removal of the membrane.® New!” states 
that the greyish nodular infiltrating lesions 
present the appearance of mucous membrane 
touched with silver nitrate. The disease, if 
untreated, progresses with the formation of 
fibrosis that produces fixation of the vocal 
cords, with resulting laryngeal obstruction 
and, still later, stenosis of the glottis. Follow- 
ing this, nodal involvement and fistulas may 
develop in the neck, associated with multiple 
communicating abscesses and systemic mani- 
festations of the disease. 

Under the microscope, upon which the 
final diagnosis rests, the specimen resembles 
tuberculosis very closely. The epithelium is 
usually hypertrophied with broad rete pegs. 
The submucosal tissue is greatly thickened by 
readily distinguishable granulomas, each of 
which is surrounded by a fairly definite cap- 
sule of connective tissue. Large multinucleated 
giant cells are seen and recognized, even on 
low power. These lesions are very similar to 
those of tuberculosis, the chief difference 
being the absence of necrosis which is so char- 
acteristic of the latter. Under high power, one 
sees many lymphocytes, polymorphonuclear 
leukocytes, and giant cells of Langhan present. 
The likeness to tuberculosis ceases here, for in 
blastomycosis one finds these giant cells ex- 
hibiting phagocytosis of the solitary and also 
the budding, yeast-like, double contoured, 
spherical organisms. The organisms in the tis- 
sues are always in the yeast phase and mycelia 
have never been reported in the infected tis- 
sues of man or animals. Ferguson® has empha- 
sized the possibility of confusing the atypical 
pseudoepitheliomatous hyperplasia of blasto- 
mycosis with squamous cell carcinoma. Isola- 
tion of the organism may be achieved by 
culture, and blastomycetes have been found 
in the sputum of most cases showing positive 
biopsies from the larynx. 
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The complications of blastomycosis of the 
larynx have been listed by Ranier™ as: (1) 
pulmonary involvement, (2) perilaryngeal ex- 
tension including the skin, (3) laryngeal sten- 
osis resulting from fibrosis, (4) hematogenous 
dissemination, (5) esophageal stricture, and 
(6) carcinoma. 


The treatment of blastomycosis of the 
larynx has been quite varied, with many dif- 
ferent adjuncts having been employed. Large 
doses of iodides have been advocated in the 
therapy of this mycotic infection, since it was 
used in the first laryngeal cases reported by 
Dennis and Downing in 1918. Ethyl iodide 
has also been suggested as another means of 
introducing iodide into the body by the in- 
halation of this volatile preparation. The 
application of copper sulphate and iodine 
directly to the involved areas has also been 
utilized with reported success. X-ray treatment 
has been recommended by many observers. 
Surgical excision of all resectable lesions in 
localized involvement has also been advised 
by Ferguson in individual cases, after careful 
study and thorough trial, where other meas- 
ures fail to produce improvement or cure. 
Altemeier has noted that the North American 
variety of blastomycosis is resistant to all anti- 
biotics and sulfonamide agents. 

In recent years, the aromatic diamidines, 
stilbamidine and Propamidine have been 
successfully reported by Schoenbach and 
associates;!* and more recently, other investi- 
gators have used 2- hydroxystilbamidine with 
less toxic side effects. It was first reported by 
Elson’® that the diamidines were fungistatic. 
Previously, the drug had been utilized in the 
treatment of leishmaniasis and trypanosomi- 
asis. Heilman!* has shown that stilbamidine 
can exert a definite suppressive effect on blas- 
tomycosis, both in vitro and in vivo. The vari- 
ous toxicities to the aromatic diamidines have 
been listed as early or late. The early toxicity 
may be circulatory collapse. Late effects may 
be manifested by hepatic or renal damage, but 
this may result from old solutions or from 
oxidation from the effect of light upon ready 
mixed solutions. Thus, it is important that 
only freshly made solutions be given intraven- 
ously, in a dark room. A curious but late 
manifestation of the toxicity of the diami- 
dines is the development of a neuropathy of 
the fifth cranial nerve. These signs are pares- 
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thesia, hypalgesia, and anesthesia over the 
area supplied by the fifth cranial nerve. As a 
result of this sensory change, some authorities 
have employed this drug in the treatment of 
tic douloureux. The problem of diamidines 
in the therapy of blastomycosis is still unan- 
swered. Kuhn! has lately reported successful 
management of a stilbamidine-resistant pa- 
tient with blastomycosis by the use of a blas- 
tomyces vaccine. She notes that her patient 
has been free of evidence of local or systemic 
blastomycosis after 2 years of treatment with 
the vaccine and after having been classified as 
a stilbamidine failure. 


Report of Two Cases 


Case 1. The patient, a 78 year old retired farmet1 
and barber, was admitted to the Otolaryngological 
Service at the University of Virginia Hospital on Jan. 
26, 1954. 

His chief complaint on admission was that of hoarse- 
ness for the past 3 months. He stated that all his life 
he had had a “weak voice,” and that transiently his 
voice was usually raspy after singing. However, this 
had never become persistent until about 3 months 
previously, and since then the hoarseness had _pro- 
gressed until he was unable to talk louder than a 
whisper. About 2 months prior to his admission, he 
stated that he had visited relatives in a neighboring 
state and had been referred to a well-known medical 
center where a laryngoscopy and biopsy had been per- 
formed. The pathologic report was not diagnostic, and 
he was advised to come back in 2 to 3 months. Upon 
returning home, since our institution was much nearer 
and more convenient, he was referred here by his local 
physician. He denied pain, sore throat, cough, malaise, 
weight loss, or dysphagia. There had been no respira- 
tory distress. 

His past history was negative except for an appen- 
dectomy a few months previously and pneumonia 
“many vears ago.” The use of tobacco was limited to 
one package of cigarettes per week and an occasional 
pipe of tobacco. 

The general physical examination revealed a thin 
well-developed white man, appearing younger than his 
stated age, able to speak only in a whispered voice, 
but in no respiratory distress. The B.P. was 174/80. 
The retinal vessels were somewhat tortuous and scle- 
rotic, and there was a rather marked nasal deflection 
to the left with obstruction to the left nasal airway. 
‘There were small pea-sized shotty nodes over the caro- 
tid bifurcation, bilaterally, and the liver edge per- 
cussed 3 finger-breadths below the right costal margin, 
although the edge could not be palpated. The remain- 
der of the physical examination was normal, as were 
the routine admission blood counts and urinalysis. The 
Wassermann test was negative. 

Examination of the larynx by mirror revealed that 
the pathologic changes were limited to the right true 
vocal cord without involvement of the infraglottic or 
supraglottic regions. There was a broad-based indurat- 
ed papillomatous lesion in the posterior one-third of 


> 


the right true cord, and a similar lesion on the an- 
terior one-third of this cord. No ulceration was pres- 
ent, and the motility of the larynx was normal. 


An x-ray study of the chest showed generalized em- 
physema with fibrosis that was more marked in the 
apices than elsewhere, with no evidence of a recent or 
active pulmonary disease. The differential diagnosis 
was thought to lie between laryngeal tuberculosis or 
an early epidermoid carcinoma. 

Laryngoscopy was performed under topical anes- 
thesia, and the mirror description was verified by 
direct inspection. Biopsies were obtained from the an- 
terior and posterior one-third of the right true vocal 
cord. The pathologic diagnosis was that of blastomy- 
cosis of the larynx. Laryngeal smears were also_posi- 
tive for the Blastomyces dermatitidis. A blastomycin 
skin test was negative after 24 and 48 hours (Fig. 1, 
A and B). 

After consultation with the dermatologist we felt 
that, in view of the patient’s age and general physical 
condition, he would not be a candidate for diamidine 
therapy. Subsequently, he was started on a saturated 
solution of potassium iodide with rapidly increasing 
dosages until he was receiving 38 minims 3 times daily. 
A second chest x-ray examination one month later was 
reported as unchanged. The potassium iodide in the 
previously stated dosage was continued for 10 months, 
with the progress of the course observed at regular 
intervals. At the end of that time the larynx was 
thought to be free of disease, the only sequelae being 
minimal scarring of the posterior one-third of the 
right true cord with slight lateral displacement, but 
the cords showed good approximation on phonation. 
Re-examination 3 months later showed his condition 
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unchanged. The patient was not seen again until 2 
weeks ago, at which time he stated that he had been 
completely asymptomatic. Examination of the larynx 
by mirror did not reveal any changes suggestive of 
previous disease, a normal appearance being noted. 

Case 2. The patient, a 56 year old white sawmill 
worker, was seen in the Out Patient Clinic of the 
Otolaryngological Department of the University of 
Virginia Hospital on Aug. 3, 1954. 

Approximately 2 months prior to admission, he de- 
veloped an upper respiratory infection with severe 
cough, productive of one cup of purulent blood- 
streaked sputum per day. Three weeks later he noted 
the onset of painless hoarseness that had gradually 
progressed to the point where phonation was compro- 
mised, but with no associated respiratory distress. For 
a week he had noticed increasing weakness which had 
required cessation of his work. He had lost 18 pounds 
of weight over the previous 2 years, but denied night 
sweats, fever, or chills. Systems review revealed mini- 
mal nocturia, but otherwise nothing relevant to the 
present illness. He had smoked one package of ciga- 
rettes daily for many years. 


Past medical history disclosed that he had had pneu- 
monia as a baby and also typhoid fever 40 years ago. 
His father and mother had died of unknown causes 
and he was one of 9 children. His social history re- 
vealed that he and his wife were divorced one year 
previously. He lived alone in a one-room shanty, with 
a dirt floor, adjacent to the sawmill at which he 
worked. His food was prepared by himself and con- 
sisted primarily of bread, eggs, and milk, rarely meat. 
Admission to the hospital was advised. 


His general physical examination revealed an as- 


(A) Photomicrograph which illustrates the pseudoepitheliomatous hyperplasia with microabscess containing polymorphonu- 
clearcytes, lymphocytes, and giant cells. Fungal bodies are difficult to see but several nonbudding spherical organisms are 
found in the abscess. (H. & E. X 510) (B) PAS stain with the budding and nonbudding blastomyces within the giant cell 


in the microabscess. (X 510) 
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thenic, fairly well-developed, white man, afebrile, 
chronically and markedly hoarse, but in no acute dis- 
tress. The skin revealed a 2 to 3 cm. granulomatous 
lesion of the upper lip. 


The B.P. was 130/80. Pectus excavatum was present; 
the deep tendon reflexes were depressed but sym- 
metrical. 


Mirror laryngoscopy showed a granulomatous mass 
covered with a dirty grey membrane, subglottic to the 
anterior commissure, which extended superiorly to in- 
volve the middle approximating surfaces of each true 
vocal cord. The motility of the larynx was normal, 
and the arytenoids, epiglottis, and pyriform sinuses 
were not grossly invaded. There was no cervical 
lymphadenopathy. The remainder of the examination 
was noncontributory. In the initial laboratory work, a 
normal urinalysis and routine blood studies were re- 
ported. The Wassermann test was negative on two oc- 
casions. An initial blood urea determination was 52 
mg. per cent. A chest x-ray study showed increased 
density of the right apex with evidence of “honey- 
combing.” A moderate amount of emphysema with 
interstitial fibrosis was present. These findings were 
interpreted as being compatible with pulmonary tuber- 
culosis. O.T. skin tests, sputum smears, and numerous 
sputum cultures, reported 6 to 8 weeks later, were all 
negative for acid-fast bacilli. 

A laryngoscopy and biopsy was performed under 
topical Pontocaine anesthesia, and representative spec- 
imens were referred to the Department of Pathology. 
Microscopic examination revealed blastomycosis in al! 
specimens. The blastomycin skin test was negative in 
24 and 48 hours, and the blastomycosis complement 
fixation test was positive in dilutions of 1:8. The skin 
lesion on the lip was also positive for Blastomyces 
dermatitidis (Fig. 2, A and B). 


After consultations with the Dermatological and 
Medical Departments, it was concluded that the treat- 
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ment of choice would be stilbamidine. Consequently, 
the patient was given a total of 2.0 Gm. of stilbami- 
dine intravenously, in 14 divided doses, in a darkened 
room. Symptomatically, he improved, and there was 
apparent gross recession of the laryngeal lesions, as 
determined by examination with the mirror. The skin 
lesion completely disappeared. There was no discern- 
ible toxicity to the drug, but his treatment was com- 
plicated by the appearance of a right epididymitis. 
Urologic consultation was obtained, and it was thought 
this lesion was not due to blastomycosis. Conservative 
therapy was recommended. He responded to this and 
was subsequently discharged from the hospital. 


Outpatient follow-up visits revealed that the laryn- 
geal lesions were improving, the chest lesions were 
stable as shown by x-ray studies, but the epididymitis 
gradually became more severe. He was readmitted to 
the University Hospital one month after the initial 
discharge, and a right epididymo-orchiectomy was per- 
formed. The microscopic diagnosis was that of blasto- 
mycotic epididymo-orchitis. 

Six months after completion of therapy, he com- 
plained of numbness in the distribution of the right 
fifth cranial nerve. This was attributed to toxicity to 
the stilbamidine. 

Two months later, in April, 1955, the patient was 
found to have a recurrence of his laryngeal disease, 
and on readmission to the hospital, was retreated with 
3.4 Gm. of 2- hydroxystilbamidine, without immediate 
reaction. The patient was next re-examined in Dec., 
1955, at which time another biopsy of the larynx, 
under topical anesthesia, was again positive for blasto- 
mycosis. After additional normal liver function tests, 
he was given 5.025 Gm. of 2- hydroxystilbamidine, 
intravenously, in divided doses. During the treatment, 
he complained of some nausea and abdominal pain, 
but otherwise showed no evidence of drug toxicity. 


He was not seen until one year later, at which time 


(A) Low power demonstration of the subepithelial granulomas and microabscesses. (H. & FE.) (B) PAS stain which shows 
many budding and nonbudding double contoured yeast bodies. (X 510) 
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there was again an exacerbation of his laryngeal symp- 
toms of 3 weeks duration. Readmission to the hospital 
was advised, and during a period of 6 weeks, he re- 
ceived a total of 9.5 Gm. of 2- hydroxystilbamidine 
with no untoward sequelae except for anesthesia of 
the left face. On discharge from the hospital, he was 
placed on 3 mg. of stilbesterol daily. During this hos- 
pitalization, prior to treatment, the recurrence of blas- 
tomycosis was proved, both microscopically and by cul- 
ture of the sputum. The remission following this 
therapy was short-lived, and 5 months later he was re- 
admitted to our institution and received 4.2 Gm. of 
2- hydroxystilbamidine, with some mild evidence of 
drug toxicity. 

His next hospitalization was 5 months later, and at 
this time drug treatment was terminated because of 
severe nausea and vomiting after he received 2.4 Gm. 
of 2- hydroxystilbamidine. He was then discharged as 
improved, and on no medication. The complement 
fixation test was positive in a titer of 1:16 on this visit. 

Six months subsequently, in March, 1958, he again 
presented himself to the hospital with a 3 weeks his- 
tory of pain in the throat, more noticeable on swallow- 
ing, rather marked dysphagia, and difficult respiration, 
and was readmitted on the Medical Service. On physi- 
cal examination, he was quite emaciated and able to 
speak only in a hoarse whisper. His B.P. was 98/70, P. 
88, R. 26, and admission T. 101.6°. There was a large 
granulomatous lesion in the left lateral pharynx. 
There was hyperresonance to percussion over the chest, 
with tubular breathing over the posterior chest. The 
remainder of the physical examination was not re- 
markable. Examination of the larynx by mirror re- 
vealed bilateral adductor fixation of the cords with 
scarring, fibrosis, and granulomatous masses on both 
cords, extending subglottically and supraglottically. A 
biopsy of the larynx was again reported as blastomy- 
cosis. A chest x-ray film showed extensive pulmonary 
emphysema and fibrosis. A tracheotomy was performed 
on the third hospital day. Extensive studies on the 
Medical Service indicated disseminated blastomycosis 
with involvement of the larynx, pharynx, lungs, 
adrenals, prostate, left testicle, skin, and epididymis. 
In spite of steroid therapy and supportive treatment, 
as well as 2.0 additional grams of 2- hydroxystilbami- 
dine, the course was progressively unfavorable, and 
expiration occurred on the twenty-seventh hospital 
day. 

Summary 


A review of the literature with regard to 
blastomycosis of the larynx primarily, and two 
case reports have been presented. A determi- 
nation of the complement fixation was not 
done in the first case but, with the negative 
blastomycin skin test and the subsequent clin- 
ical course, we suspect that he undoubtedly 
would have been classified in Group 4, ac- 
cording to Smith’s* criteria. The second case 
exhibited a negative blastomycin skin test and 
a positive complement fixation test, one at a 
1:8 titer and again at a 1:16 titer, and must 

placed in Group 3, in Smith’s classifica- 
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tion. As previously stated, the mortality in 
this category is extremely high, and these pa- 
tients offer the poorest prognosis. 


One must also conclude that case 2 repre- 
sented a failure in treatment by stilbamidine 
and 2- hydroxystilbamidine. This patient re- 
ceived a total of 29.93 Gm. of drugs over a 
period of three and one-half years, with only 
temporary localized remissions and with an 
over-all progression of his disease. In view of 
Kuhn’s!® most recent article, it would be in- 
teresting to speculate on what the result might 
have been if the blastomyces vaccine desensiti- 
zation had been employed. 
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Discussion (Abstract) 


Dr. Harvey D. Smallwood, Charlottesville, Va. 1 feel 
somewhat like a fish out of water, or a teetotaler on 
Bourbon Street at a meeting of Otolaryngologists. 
Nevertheless, I consider it a privilege to be here and 
to discuss Dr. McLean’s excellent review of the subject 
of blastomycosis with the two interesting case reports. 
As a clumsy internist whose attempts to view the 
larynx always end disastrously, I shall have to confine 
my remarks to the general subject. 


This paper re-emphasizes that a number of the con- 
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cepts formerly held about blastomycosis need recon- 
sidering. 

(1) Blastomycosis is not a rare disease and must be 
seriously considered in the differential diagnosis of 
granulomatosis disease and carcinoma. This is true not 
only for the larynx. where its recognition may prevent 
a major surgical procedure, but also in any chronic 
pulmonary disease from which tubercle bacilli are not 
readily isolated. 

(2) It is not difficult to diagnose if we are aware of 
its existence. Microscopic examination of sputum and 
purulent exudates, utilizing 10°, potassium hydroxide, 
culture of body secretions, and tissue biopsy are not 
expensive or unusually difficult procedures. 

(3) It is more important to diagnose blastomycosis 
now than 5 vears ago, because of promising agents 
now available for treatment of this disease. 

The stilbamidines have been curative in a number 
of cases in spite of their failure to control the disease 
in the second case presented here. 

To my knowledge, the toxic neuropathy of the fifth 
nerve reported after stilbamidine treatment has never 
been encountered with 2-hydroxystilbamidine. 

However, a recent fatal toxic reaction to 2-hydroxy- 
stilbamidine was described in the Annals of Internal 
Medicine. This was a case of toxic hepatitis with 
hepatic coma in a 7 vear old girl treated with rather 
large doses. It re-emphasizes the need for closely fol- 
lowing liver function tests at weekly intervals when 
using these drugs, and proceeding with great caution 
if liver function is deranged. 2-hydroxystilbamidine is 
less toxic and also less effective than stilbamidine, 
hence the need for larger total dosage. 
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Also within the past year, apparently successful 
treatment of disseminated blastomycosis, in cases which 
had relapsed or failed to respond to stilbamidine ther- 
apy, has been reported with amphotericin B. This is 
an antibiotic formed by an unidentified strain of 
streptomyces. This drug is relatively unabsorbed from 
the gastrointestinal tract and is usually given intraven- 
ously, although its use by intramuscular injection has 
been reported. It is insoluble in pure form and was 
first used as a suspension. However, recently the solu- 
bility problem has been overcome by combining it 
with a bile salt,—i.e., by adding sodium desoxycholate 
to the molecule. 

The response is apparently more prompt than with 
stilbamidine, visible improvement occurring during the 
first month of treatment, while with stilbamidine more 
improvement usually occurs in the month after ther- 
apy is completed. 

In the reported cases of its use, this antibiotic was 
usually administered in daily dosage of 50 mg. in 1,000 
ce. of 5% dextrose in water and given over a 6 to 8 
hour period. Most patients had a febrile response 
which is controllable with salicylates or steroids. The 
total dosage has usually been 1.0 Gm. A case of cardiac 
standstill when the rate of administration was too fast 
(28 mg. in 40 min.) has been reported. 

Toxicity of amphotericin B primarily involves the 
kidney and increasing azotemia occurs if the dosage is 
excessive or too frequent. Liver function, hematopoiesis, 
and neurologic systems have not been involved. 


In conclusion, I would like to thank you for the 
opportunity of discussing this interesting paper. 
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Gynecologists continue to wrestle with the problem of late cancer of the cervix, its treatment 
and the results of treatment, obviously indicating the millennium in this regard still lies in the 
future. The surgical attack has become more radical over the years. However, successful 
treatment has been at the expense of complications in some instances. The following 

three presentations describe technics and results of the surgical treatment as well 

as the supplementary use of irradiation. Finally, the discussions throw 


the whole problem into proper perspective. 


Regional Lymphnodectomy as an 


Adjunct to Radiation ‘Therapy of 
Carcinoma of the Cervix: 


A Preliminary Report * 


ROBERT A. KIMBROUGH, M.D., Philadelphia, Pa. 


RADIATION THERAPY and surgical management 
of carcinoma of the cervix are not in com- 
petition. There are indications for each and, 
in some cases, a combination of the two may 
be used to advantage. 

Prior to 1821, when Sauter performed the 
first recorded vaginal hysterectomy for cervi- 
cal carcinoma, nothing more than palliation 
had been attempted. Although the vaginal 
operation was used extensively in Europe for 
the next 50 years, only an occasional patient 
was cured. After the advent of anesthesia and 
various improvements in surgical technic, 
steady progress was made in more complete 
removal of the involved structures by the 
abdominal route. Ahlfeld, in 1880, found the 
immediate mortality rate from abdominal 
hysterectomy for cancer to be 73 per cent. 
Because of this high mortality most surgeons 
returned to the vaginal approach, and by 
1890 approximately 90% of patients survived 
the operative procedure. Few indeed, how- 
ever, were cured. 

Because of the obvious advantages to be 
gained by inspection of the upper limits of 
the disease, other surgeons devoted their at- 
tention to further development of radical 
abdominal hysterectomy. In 1895, John G. 
Clark, while a resident in the Johns Hopkins 
Hospital, proposed and performed radical 


*Read before the Section on Gynecology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
Novmeber 3-6, 1958. 


hysterectomies, removing the uterus, the up- 
per vagina, the adnexa, the parametria, and 
the regional lymph nodes. Rumpf and Reis, 
working independently, advocated a similar 
operation during the following year. In 1898, 
Wertheim published the results obtained by 
his radical hysterectomy and to him is due 
the credit for popularizing this procedure. 
Widespread adoption of the radical opera- 
tion furnished abundant material for study 
of the modes of extension of carcinoma of 
the cervix, and firmly established the fact 
that cure could be obtained surgically only 
by extirpation of every ramification of the 
growth. 


Following the work of Clark, Rumpf, Reis, 
and Wertheim, radical abdominal _hyster- 
ectomy became the accepted method of treat- 
ment of operable cases. The average opera- 
tive mortality was approximately 20°, and 
the incidence of genital fistulas was high. 
Extensive lesions were treated palliatively by 
curettage, cauterization, and the application 
of a variety of caustic preparations. 

In 1912, after Kelly and Burnham of Bal- 
timore initiated the elective treatment of 
carcinoma of the cervix with radium, the ma- 
jority of surgeons gradually abandoned opera- 
tive treatment. The negligible primary mor- 
tality, the low incidence of postoperative 
morbidity, the almost miraculous immediate 
response, and the high percentage of apparent 
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cures resulted in the adoption of radiation 
as the treatment of choice in most of the 
major gynecologic clinics throughout the 
world. 

A fair average of 5 year survival follow- 
ing good radiation therapy for growths ap- 
parently limited to the cervix is 75%; for 
those questionably limited, it is 50%; for 
those which have invaded the broad liga- 
ments, it is 20%; and in the group of cases 
in which the growth has involved the entire 
pelvis, the 5 year salvage is practically nil 
(Table 1). These results, reported by a large 
number of gynecologists and radiologists, are 
comparable to the salvage obtained by only 
the best surgeons with the radical operation. 
It is interesting to note that these survival 
rates are in direct proportion to the usually 
recognized absence of involvement of the 
regional lymph nodes in the various stages 
of the disease. This brings clearly into focus 
the necessity of more effective technics of 
radiation or the surgical removal of the pelvic 
lymph nodes. 


Considerable controversy exists concerning 
the value of radiation therapy of cancer which 
has already extended to regional lymph 
nodes. Taussig concluded from his own ex- 
perience and from a review of the work of 
others that radiation therapy did not de- 
stroy metastases in lymph nodes; for this 
reason he developed a technic of lymphno- 
dectomy following full radiation therapy. By 
this method he was able to increase his 5 
year salvage from 22.9% to 38.6% in groups 
of cases of comparable extent. On the other 
hand, Morton found cancer in lymph nodes 
three times more often in patients who 
had not received preoperative roentgen ray 
therapy than in a comparable group who 
had been so treated. This indicates that pres- 
ent methods of radiation therapy can in some 
cases destroy cancer in lymph nodes. This 
is further suggested by the improved salvage 
reported by many clinicians following the use 


TABLE 1 
ABSOLUTE 5 YEAR SALVAGE 


5 Year Salvage 


Stage (Int.) No. Number Per Cent 
I 32 23 71.9 
II 7 39 51.3 
Ill 95 19 20.0 
IV 33 0.0 
Total 236 81 34.3 


LYMPHNODECTOMY AND RADIATION IN CERVICAL CARCINOMA—Kimbrough 675 


TABLE 2 
EXTENT OF DISEASE 
Stage (Int.) Number Per Cent 
I $2 18.5 
II 76 $2.2 
Ill 95 40.3 
IV 33 14.0 
Total 236 100.0 


of modern methods of roentgen ray therapy 
in addition to the local application of radium. 

During the past two decades a few of us 
in this country returned to the Wertheim 
operation combined with regional lymphno- 
dectomy for the treatment of certain early 
selected cases of cervical carcinoma. Meigs 
listed the reasons for return to the surgical 
approach as follows: (1) to prevent recurrence 
or re-occurrence locally by removal of the 
cervix; (2) the fact that certain tumors are 
radiation-resistant; (3) the hope of salvaging 
a certain percentage of patients who already 
have lymph node metastases; and (4) the 
avoidance of untoward radiation injuries to 
surrounding structures. 

In more than two-thirds of cases the lesion 
is so far advanced that radical hysterectomy 
is not possible (Table 2). To be of any value 
the operation must consist of removal of the 
entire uterus, the upper half of the vagina, 
both tubes and ovaries, the entire para- 
metrium, and the sacral, obturator, and iliac 
lymph nodes as far upward as the bifurcation 
of the aorta. The ureters must be freed from 
the parametria and all surrounding areolar 
tissue. Any hysterectomy for invasive cervical 
carcinoma which is less extensive in scope 
is ineffectual and dangerous. Unfortunately, 
the publicity which some of us have given 
the return to the surgical approach has re- 
sulted in a tremendous increase in the num- 
ber of inadequate operations for cervical 
carcinoma. Not only does such an operation 
fail to eradicate the disease but, even worse, 
it lessens the opportunity of salvage by ra- 
diation therapy. 

Illustrative of the treachery of this disease 
is a recent patient on our service. Mrs. A. B. 
had slight postmenopausal vaginal bleeding 
for one week; she reported this to her phy- 
sician who immediately performed a biopsy 
and conization of the cervix; invasive epi- 
dermoid carcinoma was found. She was sent 
to us one week later at which time a second 
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biopsy was negative. Radium was applied. 
On follow-up examination one month later 
the cervix appeared to be normal. The vaginal 
vault was so narrow that a proper vaginal 
application of radium could not be made. 
For this reason a radical hysterectomy and 
pelvic node dissection were performed. No 
residual carcinoma could be found on micro- 
scopic study of the cervix; despite this fact, 
carcinoma was found in the iliac nodes on 
both sides, and in one node lying to the left 
of the aorta. This case, as much as any other 
in our experience, illustrates the inadequacy 
of ordinary total hysterectomy in the treat- 
ment of even minimal invasive cervical 
carcinoma. 


Our own experience with radical hyster- 
ectomy leads us to believe that the survival 
rate is not appreciably greater than that ob- 
tained by proper radiation therapy in cases 
of similar extent. The incidence of injury 
and loss of the lower ureter has increased 
each year that the operation has been utilized. 
This is explained probably by the fact that 
we have increased steadily the scope of the 
procedure; greater care has been taken to 
clear the ureter of parametrial tissue which 
might be cancer-bearing. In so doing we have 
done irreparable damage to the ureteral cir- 
culation in an increasing number of cases. 
The radical operation is now, therefore, re- 
served for occasional special indications and 
is but rarely our elective treatment for even 
the earliest invasive lesions. 

Our special indications for surgical man- 
agement are somewhat varied. We feel that 
operable carcinoma of the cervical stump is 
best treated by radical cervicectomy because 
of the danger of damage to the bladder and 
bowel by the local application of radium in 
such cases. If the vaginal vault is so narrow, 
as in the case just cited, that the bases of 
the broad ligaments cannot be given a can- 
cerocidal dosage of radium, radical hyster- 
ectomy and node dissection are indicated. 
The same approach we believe to be indi- 
cated in the treatment of early carcinoma 
complicated by pregnancy. The operative ap- 
proach deals simultaneously with the preg- 
nancy and the malignant lesion. In certain 
cases complicated by large uterine myomas 
or major adnexal lesions, primary radiation 
therapy is contraindicated; these, we believe, 
are best treated surgically. All radical sur- 


gical procedures are followed by full external 
roentgen therapy. 


We have found that radical hysterectomy 
and lymphnodectomy following full radiation 
therapy entails even greater danger of dam- 
age to the ureters and bladder than exists 
in patients who have not been so treated. 
The devitalization of tissues incident to ra- 
diation renders healing extremely slow and, 
too often, impossible. Also, the node-bearing 
areolar tissue, which usually strips easily from 
the great vessels, is so altered by radiation 
that clean dissection cannot be performed. 
The wisdom of attempting radical hyster- 
ectomy and lymphnodectomy after full radia- 
tion is, therefore, questionable. In cases of 
failure of proper response to radiation, the 
more radical operation of exenteration is 
utilized. 


Heretofore, vaginal and rectal examina- 
tions have been depended upon to make, at 
best, an estimate of the gross extent of the 
lesion. Too often such estimates are found 
later to be inaccurate. Since carcinoma of 
the cervix in the absence of properly ad- 
ministered treatment is invariably fatal, it 
seems imperative to determine, in so far as 
possible, the exact extent of the process by 
bilateral extraperitoneal exploration and re- 
moval of the regional lymph nodes before 
radiation therapy is begun. 


As our present methods of irradiation of 
the side walls of the pelvis are inadequate, 
surgical removal of the regional lymph nodes 
seems to be a logical adjunct to radiation 
therapy. Lymphnodectomy, as noted pre- 
viously, can be accomplished more completely 
and more safely before full radiation therapy 
is given. 

It seems reasonable, therefore, that extra- 
peritoneal exploration and regional lymphno- 
dectomy should constitute the first step in 
the therapy of cervical carcinoma. Micro- 
scopic study of the nodes provides accurate 
information on the extent of the disease. This 
procedure is followed by the local applica- 
tion of radium into the cervical canal and 
into the lateral vaginal vaults, and full ex- 
ternal radiation. Our present methods of ap- 
plication yield an estimated cancerocidal 
dosage to structures 4 cm. distant from the 
midline. Therefore, we are depending upon 
the local application of radium to destroy 
the original lesion and on the combination 
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of lymphnodectomy and external roentgen 
therapy to eradicate the disease along the 
lateral walls of the pelvis. After the usual 
preliminary studies, consisting of cystoscopy, 
proctoscopy, and intravenous urography, an 
incision similar to the McBurney type is made 
usually on the left side. The fibers of the 
internal oblique muscle are cut above and 
below the line of their original separation. 
By blunt dissection the peritoneum is sepa- 
rated from the iliopsoas muscle. The peri- 
toneum along with its contents is retracted 
medially, giving an excellent exposure of 
the common, internal, and external iliac ves- 
sels. Beginning at the left of the lowest 
portion of the aorta, the areolar tissue sur- 
rounding these vessels is removed down to 
the inguinal ligament. Care is taken to clear 
the obturator fossa posterior to the external 
iliac vessels. The dissection is carried medial- 
ly to the ureter. The ureter, however, is not 
detached from the posterior leaf of the broad 
ligament as we believe we are administering 
a cancerocidal dosage of radium this far 
laterally. 

Similar dissection is carried out on the 
right side, and, under the same anesthesia, 
the first application of radium is made, giving 
a dosage of approximately 3,600 gamma 
roentgens to point A. A second similar dosage 
of radium is given after an interval of 2 
weeks, and this is followed by full external 
roentgen therapy over a period of 4 or 5 
weeks. In addition to the usual anterior and 
posterior ports, two obturator and two sacro- 
sciatic ports are used. Isodose charts indicate 
that the tumor dose in the patient of average 
size is about 2,800 r. This total amount of 
radiation, adding gamma roentgens and 
roentgens, gives a full cancerocidal dosage 
to tissues as far laterally as the ureter, but 
the total dosage to the side walls of the pelvis 
is under 6,000 r. As this plan was initiated 
only in 1952, it is much too early for statis- 
tical evaluation. The following statements, 


TABLE 3 
NODAL INVOLVEMENT 


Positive Nodes 


Number of Cases Number Per Cent 
Stage I 60 12 20 
Stage II 24 9 37.5 
Stage III 3 3 100.0 
Total 87 24 27.6 
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TABLE 4 
RADIATION AND NODECTOMY 
SURVIVAL 
FOLLOWED 3-5 + YEARS 


Survival 


Number of Cases Number Per Cent 
Stage I 30 26 86.7 
Stage II 12 6 50.0 
Stage III 8 1 33.3 
Total 45 33 73.3 


therefore, must be considered as nothing more 
than a preliminary report. 


During the first 6 years of this study, 87 
patients have been managed by these tech- 
nics. Of the 60 patients with clinical Stage I 
lesions, 20% had demonstrable nodal me- 
tastases. Of the 24 patients with Stage II 
lesions, the regional nodes were involved in 
nine. All 3 of those with Stage III lesions 
had nodal metastases. This high incidence of 
nodal involvement seems to justify our present 
approach (Table 3). 


Forty-five patients were treated more than 
3 years ago; of the 30 patients with Stage I 
lesions, 86.7% are well and present no evi- 
dence of recurrence; of the 12 patients who 
had Stage II lesions, 50% are apparently well 
(Table 4). 

There have been two operative deaths. One 
was due to uncontrolled hemorrhage from a 
laceration of the left common iliac vein. The 
other death occurred 48 hours after opera- 
tion from an overwhelming infection with 
the bacillus of gas gangrene. No urinary 
fistulas have resulted. Some edema of one 
or both lower extremities has occurred in 
approximately 10% of our patients; in most 
of them, this has been transitory. 

One patient had a large collection of serous 
fluid in the right retroperitoneal area 6 weeks 
after removal of the regional lymph nodes. 
This was accompanied by spasm of the right 
external iliac artery. Immediate periarterial 
sympathectomy relieved the spasm; the fifth 
toe on the right became gangrenous and 
required amputation; the patient has re- 
mained well for 4 years. 


Thirteen of the patients treated more than 
2 years ago by this combined method have 
died of recurrence or progression of disease. 
Of these, there was no demonstrable original 
nodal metastasis in 4; in 9, metastatic cancer 
in lymph nodes was found at the original 
operation. 
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Five patients in which positive nodes were 
found have become 3 to 6 year survivors. 
These results, although of short duration, 
encourage us to continue our present plan 
of therapy. 


Summary 


1. A brief history of the treatment of 
cervical carcinoma is recorded. 


JUNE 1959 


2. Average results obtained by radiation 
therapy are stated. 

3. Untoward damage to the ureters follow- 
ing radical hysterectomy are noted. 

4. This report proposes surgical removal 
of the regional lymph nodes as an adjunct 
to radiation therapy of carcinoma of the 
cervix. 


5. Preliminary results are reported. 


The Combined Treatment of 


Cervical Cancer 


COURTLANDT D. BERRY, M.D., Orlando, Fla. 


THis PAPER IS OFFERED as an emphasis to some 
melancholy facts about gross invasive cervical 
cancer as seen in private practice: (1) Stages 
I through IV cervical carcinoma are common 
and lethal; (2) treatment is hazardous and 
expensive; and (3) treatment is often inade- 
quate, inappropriate and poorly timed. 

In the past 10 years I have been personally 
responsible for, and treated some 50 gross 
cancers of the cervix. Purposely excluded from 
accompanying observations have been women 
who have had such diverse disorders as, 
carcinoma-in-situ with or without invasive 
buds, micro-carcinoma, basal cell hyperplasia, 
and other pathologic oddities to the number 
of some 30, the treatment of which, I am 
confident, may be adventurous or timid with- 
out significant variation in the satisfactory 
cure rate or permanent eradication. The rea- 
sons for this plethora of so-called pre-invasive 
cancers or cancers that are about to happen 
derives, of course, from the routine use of 
that wonderful but decidedly mixed blessing 
—the Pap smear. In our community, however, 
the thousands upon thousands of slides pre- 
pared and scrutinized have unearthed more 
and more sub-cancer, without reducing ap- 
preciably the number of cases of real gross 
cancer. Until such time as all women have 
regular pelvic examinations and smears (a 


*Read before the Section on Gynecology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


Staggering medical thought), it is doubtful 
that gross invasive cancer will go the way 
of smallpox and typhoid fever. 

Patients with bona fide cancer ranged in 
age from the twenties to the eighties with 
the preponderance in forties and fifties. 
Changes in my medical thinking and ap- 
proach, the age of patient, factors of general 
health, but mostly chance, have resulted in 
approximately one-third of these patients 
being treated with radiation alone, one-third 
by “radical” surgery and one-third by a com- 
bination of methods or “shotgun” blasts. Rea- 
sonably accurate records indicate that the 
total cost to the patient or financially respon- 
sible agent is $400 to $500 for complete ra- 
diation therapy, $800 to $1,000 for surgery 
alone, and $1,200 to $1,500 for the “works.” 
In recent years the addition of large and re- 
peated doses of antibiotics, nitrogen mustard, 
and the almost lavish use of blood has prob- 
ably raised these figures. 

Numerous major and minor complications 
have arisen, of course, and these have in- 
cluded radiation reactions of all types, fis- 
tulas, loss of kidney, law suits, and perma- 
nent disabilities, including those of sexual 
function and capacity. I am also grieved to 
report the death or “missing in action and 
presumably dead” of about one-third of pa- 
tients in each group. Such a distressing situa- 
tion would not be tolerated in these lush 
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days of medical audits, accreditation boards, 
teams for surgical evaluation and tissue com- 
mittees, were it not that other gynecologists 
were also having troubles. 

I believe my treatment has often been 
faulty because: (1) surgical specimens ob- 
tained after “adequate radiation” often have 
shown viable cancer in ligaments or nodes; 
(2) on occasion radiation effects have been 
severe and prolonged; and (3) one-third of 
my patients are dead, and some others by 
no means well. 

I have come to some fairly reasonable con- 
clusions on looking over this decade of strictly 
poor results in a disease still limited to an 
area the size or spread of my hand and often, 
before treatment, much less extensive than 
this. These conclusions are: 


(1) I cannot tell before treatment in what 
stage the cancer really exists,—others appar- 
ently can. Our pathologist often makes a liar 
of me by showing a preoperative Stage I to 
be truly a Stage III, or vice versa. 

(2) Even if radiation destroys the cancer, 
the remaining previously diseased tissue may 
seriously hinder comfortable physiologic proc- 
esses. The ashes left by radiation may be 
more disturbing than the fire of cancer. 


(8) Radical surgery is feasible in most pa- 
tients regardless of age but not regardless 
of major unrelated infirmity. 

(4) Repeated frozen sections during opera- 
tion may be necessary to detect the outer 
limits of disease, and it is always wise to 
prepare in advance for resection of the in- 
testine or bladder. 


(5) Information obtained by biopsy or 
smear about “radio-sensitivity” (“RR”) have 
not helped me or my patient. 

(6) Radical surgery, including various pro- 
cedures for exenteration is not made more 
difficult or hazardous by preceding radiation, 
recent or delayed. However, it is much more 
difficult when radiation has altered the 
growth, especially the tissues of, or near the 
bladder and rectum. Lymphadenectomies are 
not effected by previous radiation. 

(7) Large pelvic lym h nodes may be be- 
nign, small ones malignant. The pathologist 
alone can tell. 


(8) Subacute and chronic infection adds 
to the complications of surgery or in radia- 
tion in the treatment of cancer. 


COMBINED TREATMENT OF CERVICAL CANCER—Berry 679 


(9) For 2 years I have been using 50 mg. 
ot TESPA* or Thio-TEPA, which are alkylat- 
ing agents and nitrogen-mustard-like com- 
pounds, administered intravenously at the 
time of operation or at the time of the inser- 
tion of radium. I have done this on the hope of 
limiting the surgical or manipulative spread 
of cancer. The value, if any, may be entirely 
antiviral or antimicrobial. I am convinced 
of the safety of this medication in this dose, 
and since employing this substance the post- 
operative course, other than nausea and epi- 
gastric burning, seems to have been smoother. 


In an effort to correct some of my failings 
I am now employing when possible the fol- 
lowing “ideal” or “shotgun” form of therapy 
when I first diagnose a gross cancer of the 
cervix. 


After appropriate physiologic and radio- 
logic studies are carried out, including evalua- 
tion of urinary tract, bowel and blood, the 
patient receives external x-ray therapy as 
follows: 


Irradiation of 2,000 r., measured in air is given 
through each of four portals, two directed anteriorly 
and two posteriorly to the pelvic area. Also, is given 
250 kv. radiation, 15 M.A. with a 50 cm. target skin 
distance employing a filtration of 1 mm. of copper 
and 1 mm. of aluminum. Four weeks after comple- 
tion of radiation therapy, 5,000 mg. hours of radium 
in the Ernst applicator is administered in one dose. 
(Our community has no cobalt source of irradiation.) 
If the vaginal or cervical space does not permit this 
I may substitute the T-tube or colpostat applicator 
of radium in approximately the same dose. 

Four to six weeks later radical surgery with lymph- 
adenectomy, in an attempt to remove all diseased 
tissue beyond limits of spread, is carried out. Fre- 
quently the limit of spread is determined by frozen 
section as well as inspection at operation. Heavy anti- 
biotic therapy is administered prior to and during 
radiation and surgical therapy. 

Fifty mg. of TESPA is given intravenously at the 
time of radium application and repeated at the time 
of operation. 


I can report that this attack is feasible 
and can be offered to most patients. I cannot 
report at this time that it offers any demon- 
strable improvement over the less drastic and 
more protracted methods of therapy. Sur- 
geons in private practice with a small number 
of patients rarely can prove anything. I am 
attracted to this “shotgun” method of treat- 
ment, however, and plan to incorporate any 
other cancerocidal measures as they develop 


*Kindly supplied by Lederle Laboratories Division, American 
Cyanamid Company, Pearl River, N. Y. 
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with the continuing hope that the fire can 
be extinguished immediately and permanent- 
ly without burning down the house. 


Discussion (Abstract) 


Dr. Lawrence L. Hester, Jr., Charleston, §. C. Origi- 
nally, I had intended to make this discussion a sta- 
tistical one, but did not since few statistics were 
quoted by the author. Rather, I shall limit my re- 
marks to the philosophy of the treatment of invasive 
carcinoma of the cervix; in this field there is some dis- 
agreement. I cannot agree to the “shotgun” theory of 
treatment of invasive carcinoma of the cervix. The 
philosophy that two antibiotics are better than one, 
or that ten antibiotics are better than one or more 
is not sound, nor is it supported by scientific evi- 
dence. Thus, I cannot agree to the theory that radical 
surgery, plus irradiation, plus antibiotics, plus chemo- 
therapeutic agents will increase our 5 or 10 year 
survival rate an appreciable amount. The fact that 
75% of patients having epidermoid carcinoma of the 
cervix, Stage I, will survive 5 years, whether treated 
by surgery alone or irradiation alone, does not mean 
that 100% will survive 5 years if the two are com- 
bined, nor does it mean that there will be an ap- 
preciable increase in the survival rate with combined 
therapy. 


Epidermoid carcinoma of the cervix treated by ir- 
radiation may be cured; but in a high percentage 
of cases, the carcinoma is merely arrested until 5, 
10, or 15 years later when recurrence occurs. This 
recurrence may occur at an early date, if the carcinoma 
cells which are arrested in the fibrous tissue are re- 
leased by surgical intervention. Thus, as a principle 
of therapy, surgery or irradiation should be used 
alone, unless there is a surgical failure or an irradia- 
tion failure. Recurrence or radio-resistant carcinoma 
is diagnosed by a positive post-therapy tissue biopsy, 
before irradiation or super-surgery is offered to the 
patient. 

At the Medical College of South Carolina, opera- 
tion is performed on a select group of patients that 
are young, sometimes thin, and whose lesion is limited 
to the cervix. On occasions radical hysterectomy will 
be done if there is epidermoid carcinoma of the 
cervix, Stage I or II, that is radio-resistant and shown 
to be so by post-irradiation biopsy. Pelvic exenteration 
procedures are performed on Stage II, Stage III, and 
Stage IV epidermoid carcinoma of the cervix, in which 
the bladder or rectum, or both cannot be spared. It 


The following paper by Dr. Kelso is part of this series. 
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is felt that with carcinoma of the cervix, pelvic exen- 
teration should not be used until the patient has re- 
ceived a maximum of irradiation therapy, and the 
radio-resistance of the lesion or recurrence is proven 
by biopsy. Pelvic exenteration is also performed for 
carcinoma of the vagina, and in selected cases of 
extensive epidermoid carcinoma of the vulva. 


The author states that numerous major and minor 
complications arise, including fistula, loss of a kidney, 
permanent disabilities including those of sexual func- 
tions and capacity, and yet he advocates that radical 
surgical procedures be superimposed upon irradiation, 
which will result in a higher incidence of the com- 
plications mentioned. Also, I cannot quite evaluate 
his survival rate since he states that one-third of his 
cases are “missing in action” and presumed dead. 
Later he states that one-third of his patients are dead; 
thus, I assume that he has a 5 year survival rate of 
3314 per cent. This should be improved by either 
adequate surgery or irradiation alone. 

The amount of irradiation the author gives his 
patients certainly does not provide a cancerocidal dose 
at point B, or the pelvic wall. Thus, he should have 
positive pelvic nodes. It is difficult to obtain a can- 
cerocidal dose at point B unless cobalt or supervoltage 
irradiation therapy is used. At the Medical College 
of South Carolina we are now treating all of our 
cases of invasive epidermoid carcinoma of the cervix, 
except a few select cases in which radical hyster- 
ectomy is done, with the Ernst applicator and super- 
voltage irradiation therapy. Thus, we are able to give 
10,000 r. to point A and approximately 6,750 r. to 
point B. In a few years we hope to report our findings, 
and what we hope to be an increase in our 5 year 
survival rate. 


Lastly, the idea of “shotgun” therapy for treatment 
of cervical carcinoma suggests that we are treating a 
disease process and not the patient. To subject a 72 
year old patient in poor condition, or even in good 
condition, to the combined therapy is not good treat- 
ment. First, we should treat the patient, and secondly, 
we should treat the disease process. I would like to 
close with the following medical litany that was written 
by Sir Robert Hutchinson. “From inability to let well 
enough alone; from too much zeal for the new and 
contempt for what is old; from putting knowledge 
before wisdom, science before art, and cleverness be- 
fore common sense, from treating patients as Cases, 
and from making the cure of the disease more grievous 
than the endurance of the same, Good Lord, deliver 
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Surgical Management of Carcinoma 


of the Cervix’ 


JOSEPH W. KELSO, M.D.,t Oklahoma City, Okla. 


OvuT OF THIS REVIEW of 13 years experience 
with the radical hysterectomy with lymph- 
adenectomy followed by external irradiation 
has emerged statistical evidence that this com- 
bination is acceptable therapy for women 
with carcinoma of the cervix in Stages I and 
II, International Classification. 


Paradoxical as it may seem, this analysis has 
necessitated a total change in one’s concept 
toward the added seriousness of this disease 
complicated by pregnancy. Although the 
number of cases of pregnancy is very small, 
one cannot but conclude that pregnancy does 
not warrant an added pessimistic attitude to- 
ward the 5 year survival. Holzaepfel and 
Ezell’s! report differs from those here report- 
ed. Their total number of cases exceeds ours 
but is still relatively small. Their treatment 
program has not been uniform and their re- 
sults do not equal those presented in this 
series. The cervical-stump group is likewise 
worthy of everyone’s consideration. It is usual- 
ly admitted, and reports would substantiate 
this conclusion, that such cases do not offer 
themselves as logical for treatment with radi- 
ation as do those in which the uterus is still 
attached. Fortunately, the patients usually 
come to their medical consultant earlier and 
therefore the disease is diagnosed at an earlier 
stage. The women have, through the years 
since their operation, been alert to the signif- 
icance of vaginal bleeding, and they seek aid 
earlier. 

In our locality we have no one trained in 
the evaluation of tumor resistance or sensi- 
tivity to irradiation and, consequently, we 
operate upon these patients immediately, and 
follow this with external irradiation of 2,400 
r. to two anterior and two posterior portals at 
as early a date as feasible. We are adamant in 


*Read before the Section on Gynecology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 

tFrom the Department of Gynecology, University of Okla- 
homa School of Medicine, Oklahoma City, Okla. 
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our efforts toward immediate definitive treat- 
ment, and the results of this series substanti- 
ate our efforts. 


The number of patients who have been 
operated upon 10 years or more ago total 41, 
which is, of course, far too small to be of 
statistical value. However, a special news bul- 
letin states that Meigs? has reported on 97 
women, treated surgically for invasive carci- 
noma, who had been operated upon 10 or 
more years before. In his series, 72% of the 
patients with Stage I and 58% of the cases 
with Stage II lesions had survived 10 or more 
years and were free of clinical evidence of the 
disease. In this series of 41 women who have 
survived 5 years, all except 2 are alive and 
apparently free of their malignant disease 
after 10 years. One woman was killed in an 
automobile accident more than 6 years follow- 
ing her operation. Although no autopsy was 
performed, I had seen her less than 2 months 
before her death and considered her clinically 
well. The other woman, a confirmed alcoholic, 
died 6 years after operation; the autopsy failed 
to show any evidence of malignancy within her 
body. Meigs’ report and my experience would 
seem to establish the fact that this is not a 
crippling treatment but instead one which 
allows these patients to live, in most instances, 
perfectly normal lives. 


The Material 


The clinical material of this series is shown 
in tables 1 and 2 and represents 193 patients 
operated upon by me in the past 13 years, 110 
ot whom were in Stage I (International Clas- 


TABLE 1 


SURGERY AND POSTOPERATIVE IRRADIATION IN 
193 CASES (1945-1958) 


International Classification 


Stage I . 110 Cases 
Stage II 77 Cases 
Stage III 6 Cases 
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TABLE 2 


CARCINOMA OF THE CERVIX 
SURGERY AND POSTOPERATIVE 
IRRADIATION (1945-1953) 


International Classification 


Stage Patients Treated Dead Survival Percentage 
I 78 ll 67 85.9 
Il 52 15 37 71.1 
Ill 2 0 2 100 
Total 132 26 106 80.3 


One Stage I case lost to follow-up—considered dead. 


sification), 77 in Stage II, and in Stage III, 6 
whom we have accepted for operation in the 
past 5 years. These were all cases of proved 
invasive malignancy. No Stage O cases are 
listed in this report. In this study all cases 
have been accepted which have offered us 
reason to believe that the entire lesion could 
be surgically removed. To date no patient 
has been refused this surgical treatment, re- 
gardless of age, weight, or systemic complica- 
tions. The ages have ranged from 22 to 76 
years, with the greater number falling within 
the 30 to 40 year age group and accounting 
for 35.2 per cent. It is interesting to note that 
22 cases, or 11.4%, were 30 years of age or 
younger. The weights vary from 80 to 300 
pounds, 20 having weighed over 175 pounds. 

These 193 cases represent patients at the 
Medical School who were admitted on my 
days of admission and the others from my pri- 
vate practice, the latter accounting for 75% of 
the total. It becomes immediately apparent 
that one cannot estimate the number of more 
advanced cases these referred patients might 
have represented. 


Of the 193 cases, 6 have been deleted,—one 
because of a mistaken diagnosis, one in which 
the condition of the patient was complicated 
by bilateral ovarian malignancy, 2 in which 
the adenomatous lesion had arisen from the 
body of the uterus and metastasized to the 
cervix, and 2 Stage III radiation failures. 


The Operation 


The operative procedure does not need de- 
tailed description. Our cases are adequately 
investigated and prepared for operation. Anti- 
biotics are used preoperatively and postopera- 
tively. Sufficient blood is always available for 
replacement. General anesthesia is used, the 
type being the choice of the anesthetist. The 
operative procedure consists of the hysterec- 
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tomy and bilateral salpingo-oophorectomy, 
after which a bilateral lymphatic dissection is 
meticulously carried out, followed by the re- 
lease of the ureters and the removal of the 
parametrial tissue from one pelvic wall to the 
other and from the levator-ani muscles up- 
ward. The uterosacral ligaments are severed 
some three inches from their insertion into 
the uterus, and the rectum is completely re- 
leased, which adds to the block of tissue re- 
moved, along with the upper one-third or 
one-half of the vagina. One doubled, two- 
inch iodoform gauze is left in the vagina, with 
the distal ends resting in the obturator area. 
We have failed to recognize or have not seen 
the collection of blood or lymph to which 
reference has been made in published articles. 
The pelvis is carefully peritonealized, and a 
retention catheter is left in the bladder. The 
operating time varies from two and one-half 
to three and one-half hours, depending upon 
the size of the patient, extent of involvement, 
and the amount of bleeding encountered. 

As soon as logical after the operation, the 
patient receives deep x-ray therapy—2,400 r. 
to four portals, two anterior and two poster- 
ior. This is the additional part of our pro- 
posed therapeutic program, established at the 
beginning of our investigation. We recognize 
that this amount of radiation is below a can- 
cerocidal level, but we are forced to attach 
some additional advantage to its use, because 
our 5 year survival of cases with proved meta- 
static cancer is above any reported in the 
literature today. 


The Results 


In table 2, we show that, of the 132 cases of 
proved invasive carcinoma of the cervix oper- 
ated upon 5 or more years ago, 78 were in 
Stage I (International Classification), 52 were 
in Stage II, and 2 cases were classified as Stage 
III. Of the 78 Stage I cases, 67 of the patients 
were alive and free of demonstrable evidence 
of disease, an 85.9% 5 year survival rate. Of 
the 52 cases in Stage II, 37 patients were alive 
and well, giving a 71.1% 5 year survival rate. 
The 2 Stage III patients are both alive and 
well. Although one was subjected to a com- 
bined abdominoperineal resection 4 years ago 
to eradicate a recurrence, she has remained 
well and free of evidence of disease since her 
second operation. This provides an over-all 5 
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year survival rate of 80.3% for the 132 pa- 
tients operated upon 5 or more years ago. 


Lymph Node Metastasis 


This is the group of patients who should be 
of interest to all of us and is described in table 
3. It is in this group that the surgeon is able 
to establish a diagnosis of advanced disease; 
whereas, the radiotherapist never knows 
whether or not his patients harbor malignant 
cells in distant glands. It is this group about 
which the radiologists cannot agree as to 
whether or not they are able to “sterilize” a 
gland once it has malignant cells within its 
confines. Admitting that the outcome of 22 
cases is statistically inadequate, one must con- 
clude that a 50% 5 year survival rate in cases 
in which metastatic nodal involvement has 
been proved is an acceptable figure for any 
form of treatment. 


Adenocarcinoma 


In reviewing the literature, one is impressed 
by the universal thought that adenocarcinoma 
of the cervix is radio-resistant and the cure 
rate demonstrably lower than in the squamous 
type of lesion. This opinion is substantiated 
in this review of cases. There were 9 cases of 
columnar-cell carcinoma, of which only 5 pa- 
tients are alive and well at the end of 5 years. 
This is indeed a serious disease and warrants 
future study as to a form of treatment which 
will improve the present results. 


Complicating Pregnancy 


Pregnancy complicated by a malignant 
lesion of the cervix has always been a fright- 
ening combination. This series, however, 


TABLE 3 


CARCINOMA OF THE CERVIX WITH NODE 
METASTASIS; PATIENTS OPERATED UPON 5 YEARS 
OR MORE AGO 


International Classification 


Stage Patients Treated Dead Survival Percentage 
I 6 2 4 66.6 
Il 16 9 7 43.1 
Total 22 ll ll 50 


One Stage II patient died of coronary thrombosis more than 
4 years after operation and was free of disease at time of 

th. This would have allowed an over-all corrected survival 
Tate of 54.5 per cent. 

There are 5 additional patients who had nodal metastasis 
and who were operated upon 3 or more years ago, 4 of 
whom are alive and well making a corrected 3 year survival 


Tate of 59.2 7 i i 
th aly per cent. The patient lost died of a pulmonary 


SURGICAL MANAGEMENT OF CERVICAL CANCER—Kelso 683 


TABLE 4 


CARCINOMA OF CERVIX COMPLICATED BY 
PREGNANCY (7 CASES—5.3%) 


Date 
Operated International State of 
Upon 


Patient Classification Pregnancy Condition 
M.A. 12- 1-45 I 6 wks. preg. A&W 
M. H. 2-22-47 I 2 wks. pp A&W 
P.W. 10-16-47 Il 6 wks. pp A&W 
P.G. 1- 5-49 I 8 wks. pp A&W 
E. G. 2-27-52 II 4 wks. pp AkW 
J. D. 8-16-52 I 8 wks. pp A&W 

L. D. 


12-29-53 I 10 wks. preg. A&W 


somewhat dispells this attitude and substanti- 
ates the thinking of others that it does not 
necessarily spell defeat. I have operated in 12 
cases in which there was complicating preg- 
nancy and, if you will permit me to include 
one patient operated upon in December, 1953, 
I can, as table 4 shows, present 7 women who 
have been operated upon 5 years or more, all 
of whom are alive and well. Of the 12 cases, 7 
have been classified as Stage I and the remain- 
ing 5 as more advanced lesions. 


Carcinoma of the Cervical Stump 


The cases involving a remaining cervical 
stump have not been separated from the 
others, and the abdominal trachelorrhaphies 
with gland dissection are a part of our entire 
report. To date 13 patients have been oper- 
ated upon, 8 of whom fall within the 5 year 
group and all of whom are alive and appar- 
ently free of anything suggestive of malig- 
nancy, as outlined in table 5. The technical 
difficulties would be obvious, but nothing was 
encountered except distortion, induration, 
and fixation. This group warrants our con- 
sideration, as it is considered by all that these 
patients are not treated as satisfactorily as if 
the uterus had remained. Fortunately, these 
patients come early, since bleeding signals an 
abnormality to these women and they quickly 
seek advice. 


Complications 


Any form of treatment for the cure of a 
lethal disease will be accompanied by compli- 
cations. Were it not for the urinary fistula, 
this surgical treatment would not be viewed 
with such apprehension as it is today. This 
complication is probably greater in the cases 
treated by surgical management than in those 
treated by x-ray and radium, but this differ- 
ence is readily absorbed by the gross differ- 
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TABLE 5 
CARCINOMA OF CERVICAL STUMP (8 CASES—6.06%) 
Date of 
Date of Wertheim International Pathologic 
Patient Hysterectomy Operation Classification Finding Condition 
1936 3- 9-46 Il Epidermoid A&W 
B. V. 1931 6-30-47 I Epidermoid A&W 
G.M. 1946 6-23-49 I Epidermoid A&W 
F. K. 1943 10-31-49 II Epidermoid A&W 
G.M. 1934 11-17-50 II Epidermoid A&W 
M. W. 1936 12-28-51 II Adenocarcinoma A&W 
M. A. 1940 11-11-52 I Epidermoid A&W 
2.k. 1952 9- 3-53 Il Adenocarcinoma A&W 


Mortalities 


TABLE 6 
COMPLICATIONS IN 193 CASES (1945-1958) 


ence in the 5 year survivals. Table 6 is self- 
explanatory. In addition to the complications 
in the urinary tract, there has been but one 
very small rectovaginal fistula which caused 
the patient no inconvenience and did not in- 
terfere with sexual activities. There have been 
2 instances of some persistent leg pain where 
the sciatic plexus was traumatized in an effort 
to control exsanguinating hemorrhage. Only 
3 cases of mild phlebitis were encountered, 2 
of which had had a similar complication in- 
volving the same leg at a previous operation. 
There have been 2 patients, neither one of 
whom is in the 5 year series, who have re- 
turned with palpable masses at the periphery 
ot the pelvis which were considered recurren- 
ces. Both were operated and tense peritoneal 
cysts of benign character were found in each 
case. These may have been unrecognized 
lymphoceles. These complications worry the 
operator of course, but I have accepted them 
as a calculated percentage. I am sure that 
cases presenting unusual pathologic lesions of 
any gynecologic nature present complications 
of equal severity but do not prevent us from 
accepting our responsibilities. 


I am indeed sorry to report that my mortal- 


ity rate is above that of other authors, and 
certainly my figures cannot be compared with 
those of Meigs.? In my group of 5 year cases, 
there were 3 hospital fatalities in the 132 
operations, averaging 2.2 per cent. One pa- 
tient died of generalized sepsis with multiple 
abscesses, one from a verified blood-transfu- 
sion reaction, and the other exsanguinated on 
the operating table. I believe one should not 
be too discouraged by this percentage, since 
there was no trained operative team then, and 
the entire program was comparatively new in 
the hospitals in which these patients were 
operated upon. 

This acceptable figure has not continued, 
as shown in table 7, and today I have had 7 or 
3.6% hospital fatalities in the 193 cases in 
which the operation was done. In addition to 
the above 3 hospital fatalities, one patient 
died from cardiac arrest, another from a pul- 
monary embolus, 2 exsanguinated from the 
operation, and the other was found in pro- 
found shock 20 minutes after being returned 
to her bed and died from irreversible electro- 
lyte imbalance 70 hours later. Although im- 
possible to prove, we seriously suspect some 
type of fibrinolysis or weeding out of the 
platelet mechanism developed in some of 


TABLE 7 
OPERATIVE DEATHS IN 193 CASES (7 CASES 3.6%) 


Ureterovaginal fistula 


Ureterovaginal fistula, nephrectomy 


Bilateral ureterovaginal fistula, 
ureterocutaneous anastomosis 


Ureterovesico transplants 


Seven patients were 60 years of 


Ureterovaginal fistula, leaking at time of death 


Ureterovaginal fistula, healed spontaneously 6 


n 


age or over. 


In one of these cases the ureter was severed at operation. 


In three cases there were associated vesicovaginal fistulas. 
The above cases do not include radiation failures. 


1948 Cardiovascular collapse after extraperitoneal abscess; 
sepsis. 

Blood transfusion reaction—began to bleed from the 
oo ig operative bed just as pelvis was being peritoneal- 


1950 


1953 Exsanguination—possivle blood dyscrasia (had pernicious 

anemia); possible blood transfusion reaction. 

Cardiac arrest—died 8 hours later. 

Pulmonary embolus on 8th postoperative day. 
ination—probably blood transfusion reaction; 

suddenly began to bleed from entire operative bed. 

Immediate postoperative shock, complete anuria for 24 

hours; died 70 hours later in uncontrollable electrolyte 

imbalance. 


1953 
1954 
1955 


1956 
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these patients receiving citrated blood, result- 
ing in a disturbance of the clotting mecha- 
nism which may have been responsible for 
their death. We are attempting to evaluate 
this problem. 


This mortality rate is too high, but I must 
repeat that we have not been selective in our 
cases. We believe that this rate should gradu- 
ally show a reduction, since I now have the 
same assistant at every operation and the en- 
tire operating group has become more famil- 
iar with the dissection to be carried out in this 
procedure. Deaths occur in any treatment ade- 
quate for cure of a disease of such lethal 
potentialities. Indeed, tragic deaths occur in 
any form of surgery, but they will also occur 
in the radiologically treated patient. Holzaep- 
fel and Ezell* have reported 4 deaths of pa- 
tients with involvement comparable with 
those here reported, who were lost in prepara- 
tion for administration of treatment or direct- 
ly as the result thereof. I, and everyone who 
has treated patients with a full course of radi- 
ation, have had experiences similar to those 
reported from Columbus, Ohio. 


Discussion 


It was my desire, when this work was begun, 
to establish whether or not the surgical ap- 
proach to the management of carcinoma of 
the cervix could be statistically equal to that 
in cases treated by irradiation. We believe 
that the results shown in table 2 answer that 
question. Table 4 has necessitated a complete 
reversal of thinking as to the prognosis of 
cases complicating pregnancy. The outcome of 
the malignancies of the cervical stump treated 
surgically and followed by our routine x-ray 
therapy likewise sets a pattern for future 
consideration. 


Today, gynecologists who are using routine 
cytologic cancer spreads hold in their hands 
the answer to the problem of cancer of the 
cervix. One may state, without fear of contra- 
diction that, if such a routine test is carried 
out annually in the over-all examination of 
patients, only seldom need a woman perish 
from this disease. However, for the various 
reasons which alter the reasonable thinking of 
some women, we shall continue to see true 
deep invasive carcinoma of the cervix, which 
will require definitive treatment if life is to 
be spared. 
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We all recognize that we have had very ac- 
ceptable treatment for this disease since the 
advent of radium and x-ray. Tremendous 
strides have been made in that approach and, 
with the high-voltage machines, future prog- 
ress may be expected. The use of irradiated 
colloidal gold in the parametrium, as cham- 
pioned by Allen and Sherman, holds brilliant 
promise for an improved 5 year survival. 
Nevertheless, it becomes obvious, as one stud- 
ies the statistical reports from institutions all 
over the world, that the results from irradia- 
tion treatment are in direct proportion to the 
equipment available and the untiring efforts 
of the radiotherapist in charge, who has at his 
disposal expert physicists for constant con- 
sultation. 

In the management which I have herein 
described, the surgical approach followed by 
2,400 r. measured in air, delivered through 
four portals by a 200 or 250 kilovolt machine, 
has produced results which are very gratifying 
and definitely superior to the results which I 
formerly obtained by radiation alone. Radia- 
tion therapy, as it was then available, possibly 
did not equal that which is used at various 
centers today, but it was the best available in 
our locality and undoubtedly was equivalent 
to what is used by many doctors today in their 
treatment of this treacherous disease. I am 
convinced that one’s results should be meas- 
ured by those obtained in the same locality 
and not by those of some distant medical cen- 
ter to which our patients cannot go for 
treatment. 

I have indulged in statistics of small groups 
which are dangerous and sometimes mislead- 
ing, but they must be accepted as establishing 
trends from which conclusions may be drawn. 
I submit to you that procrastination only wel- 
comes defeat. Consequently, these patients 
must be accepted and considered as urgent 
problems to be managed as quickly as arrange- 
ments can be made. 


Experience may establish unmistakable evi- 
dence that the reaction of the tumor to irradi- 
ation will be of such prognostic value that an 
immediate surgical approach will not stand 
the test of time. Today, however, I am too 
aware of the technical difficulties, the compli- 
cations, the morbidity, and the mortalities to 
recommend irradiation when I know that de- 
finitive surgery of a radical character may be 
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a necessity if these patients are to be given a 
chance to live. 


Conclusions 


1. The therapeutic regimen has been out- 
lined. 


2. The results of my 13 years of effort have 
been described. 


3. The 5 year survival rate of patients hav- 


ing metastatic cancer in lymph nodes has been 
presented. 


4.. The seriousness of adenocarcinoma of 
the cervix has been substantiated. 


5. The outcome of cases complicating preg- 
nancy and of the cervical stump is discussed. 


6. The author asks that you give his experi- 
ence your consideration. 
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Discussion (Abstract) 


Dr. Willis E. Brown, Little Rock, Ark. Carcinoma 
of the cervix is one of the most intriguing and fasci- 
nating clinical entities. It is like its host—both tanta- 
lizing and frustrating. We appear to hold this creature 
within our grasp yet she eludes us. 


Cancer of the cervix, with few exceptions, occurs in 
a dispensable organ. Fortunately, childbearing has 
usually been accomplished and is seldom a considera- 
tion, and the uterus has no other known function. 
Therefore, the eradication of this disease by extirpa- 
tion or destruction should provide us with most grati- 
fying clinical results. 

This has been a most “malignant section’”—all but 
two of the papers have dealt with some phase of 
genital malignancy. And all but one of these with uter- 
ine malignancy. This is witness to the gravity of the 
problem and attests to our great clinical deficiency in 
this regard. 

The life history of malignancy of the cervix uteri is 
intriguing—running from a minimum of 2 or 3 years 
to perhaps over ten. In its early phases (cancer in situ) 
this lesion can be uniformly cured. In its late mani- 
festation no cures are to be expected even with heroic 
surgical, radiational, or chemical means. I believe it is 
important to keep this simple fact in mind. Simple 
and yet unpalatable, because as clinicians, we prefer 
to manipulate modalities of treatment, collate statistics, 
and to assign the good results to the particular mode 
of therapy employed rather than to the selection of 
material for statistical analysis. 
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Yesterday Dr. Kimbrough indicated a 20% plus 
nodal involvement in his surgically treated or Stage | 
cases. Dr. Kelso’s figures indicate 17 per cent. In our 
own series, we have a 4% nodal involvement. Quite 
obviously then each of us is selecting for surgery pa- 
tients with three different degrees of extension even 
though all are Stage I lesions. Equally obvious is the 
fact that any form of therapy will fail with extensive 
local involvement or distant spread, and almost any 
reasonable form of therapy will succeed in very early 
cases. Approximately 10% of our patients with a diag- 
nosis of invasive carcinoma made on conization showed 
no residual cancer in the surgical specimen. They had 
been cured by the conization alone. 

Thus, the question is not whether you treat by 
surgery or radiation, for these two are no longer com- 
petitive, but it is the selection of patients for each 
modality in view of the many considerations, such as 
age, surgical risk, technical considerations, surgical 
facilities, all in addition to extent of disease. 

Dr. Kelso comments on the poor radiation facilities 
available 10 years ago. He implies that his surgical 
facilities have improved as he and his team (blood 
bank, anesthetists, surgical assistants) have gained ex- 
perience. This is undoubtedly true for radiation ther- 
apy as well, during the same 10 years. Even today 
capable surgical facilities are as limited as facilities for 
adequate radiotherapy. 

Up to this point I find myself in no basic disagree- 
ment with the author—namely, that the proper selec- 
tion of patients managed by a capable therapeutic 
team (surgeon or radiologist) will provide good results. 
I do find it somewhat difficult to rationalize his use 
of 2,400 r. with a 200 or 250 kv. machine to each 
patient postoperatively. This is radiation therapy gone 
to seed. Imagine 2,400 r. with 200 kv. machine to a 
250 pound woman. Surely no valuable amount of ioniz- 
ing energy would reach the midpelvis. It would appear 
that this part of the schedule was designed to salve the 
conscience of the surgeon or to placate an irate radio- 
therapist. It obviously can do little for the patient. Its 
use sheds no light on the role or value of postopera- 
tive radiation, for even in the thin patient with an 
anteroposterior diameter of 20 cm. this would pro- 
vide only about 800 r. from the anterior and 800 r. 
from the posterior portals or a total of 1,600 r. 
to midpelvis, obviously inadequate therapy. 

What Dr. Kelso has demonstrated, along with others 
in the past few years, is that good results can be 
obtained through the development of a team of ex- 
perts, in his case surgical experts, for the management 
of a selected group of patients with carcinoma of 
cervix. 


Thus, we come to the real issue—the proper selec- 
tion of patients for each of the several methods of 
therapy. Despite his statement to the contrary, obvi- 
ously some patients have been eliminated from con- 
sideration. Patients in cardiac failure, patients who 
were over 90 years of age, patients with severe vascular 
or renal disease, with stroke or azotemia—women with 
one foot in the grave and the other on a banana peel. 
Except for one alcoholic and one automobile fatality, 
Dr. Kelso does not identify deaths from causes other 
than pelvic malignancy. I am sure there has been some 
selectivity somewhere along the line, even though pet- 
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haps not by the author himself, but perhaps by the 
referring doctors or by the associates in the clinics. 

I should like to describe briefly those patients with 
invasive carcinoma of the cervix whom we elect for 
surgical treatment. The others we elect to treat radio- 
logically or by certain combinations. To be a candi- 
date for primary surgical therapy we believe the fol- 
lowing considerations to be important: (1) a well- 
trained surgical team; (2) excellent ancillary surgical 
facilities; (3) a young woman (under 45); (4) a good 
surgical risk with an anticipated longevity of 10 years 
or more; (5) a patient with no major technical diffi- 
culties (obesity, large tumors, etc.); (6) squamous cell 
carcinoma of the cervix; and (7) a local lesion of 1.5 
cm. or less and with no known extension to the para- 
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metrium or nodes. This patient probably can be cured 
by either radiation or surgery. One may ask then, why 
do we elect surgery? It is our belief that the late (10 
years) complications of radiation exceed the early 
complications of surgery. 

We have been reluctant to compound the radiation 
and surgical complications in the same patient when 
we can anticipate a cure by either method of therapy 
alone,—thus, doubling her complications without in- 
creasing her survival. 

Dr. Kelso has presented a most interesting review 
of the evolution of his own therapy of carcinoma of 
the cervix, and I believe confirms that good, if not 
superior, results can be obtained by proper selection 
of cases and expert therapy. 
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Proctosigmoidoscopy as Part of the 


Industrial Health Examination’ 


JOHN U. SCHWARZMANN, M.D.,t Washington, D. C. 


This is an interesting and instructive experiment in making such an examination 


available to employees. 


INDUSTRIAL MEDICINE today compares favor- 
ably with the best medical services available 
in the industrial community. This is particu- 
larly true within the companies that insist on 
comprehensive preplacement examinations 
and complete periodic health surveys. Periodic 
medical examinations afford an excellent op- 
portunity for the practice of preventive 
medicine. These examinations make it pos- 
sible to detect potentially serious ailments in 
the early stages when treatment is most ef- 
fective. 


Originally the company medical clinics 
were interested in selecting sound personnel 
and rehabilitating disabled employees. Today 
the expanding industrial medical program 
demands the maintenance of physical and 
emotional good health. As a consequence, 
more and more medical specialties are being 
used. 


Proctosigmoidoscopy, included in the vol- 
untary physical examinations, certainly is a 
procedure that cannot be excluded and will 
contribute materially to the early detection 
of rectal disease. The prevalence of rectal 
disease was demonstrated by an analysis of 
a selected group of executives examined by 
me two years ago.! In the first 38 cases in- 
vestigated, there were 27 instances of disease. 
Again, in 1956, Hanley and Hines? reported 
that in an analysis of 2,000 consecutive 
proctoscopies only 37 did not reveal evidence 
of disease. This study also demonstrated a 
great number of potentially malignant polyps, 
as well as nonmalignant but troublesome 
diseases. In the first group the subjects were 
well within the age level of the highest 


*Read before the Section on Industrial Medicine and 
Surgery, Southern Medical Association, > Second Annual 
Meeting, New Orleans, La., November 3-6, 1958. 

+Consultant in Proctology to The and Potomac 
Telephone Company, Washington, D. C. 
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disease incidence and most of them had 
symptoms referable to the gastrointestinal sys- 
tem. In the second group, most were re- 
ferred for proctoscopy for specific reasons. 

Over a 12 year period in a Cancer Pre- 
vention Clinic in Chicago, the result of 
50,000 voluntary proctoscopies was reported 
as revealing an approximate 7.9% yield of 
the benign and malignant neoplasms.’ 

Early rectal cancer cannot be distinguished 
from a small rectal polyp and can be seen 
long before it can be felt. Fifty per cent of 
rectal cancer cannot be palpated and the 
early lesion will only be discovered by instru- 
mental examination. Another study on the 
diagnosis of polyps reveals that 15% were 
discovered by x-ray; 15% by digital examina- 
tion; 31% by surgical exploration; and 41% 
by sigmoidoscopy. The rectum is unique in 
that such a large per cent of malignant 
growths originate in lesions which can be 
diagnosed and treated while still benign. 

Of industrial examinations, this paper is 
only concerned with the voluntary periodic 
health evaluation. Being admittedly biased, 
I believe that proctosigmoidoscopy should 
not only be recommended, but urged on all 
employees reporting for examination, re- 
gardless of age. For those over 40, it should 
be an annual experience, and those under 
40 at least every three years. 


In a recent over-all cancer study of women 
over 45 and men over 50, there was one 
proved malignancy per 36 examined, and one 
precancerous lesion per every 2 examined. 
The yearly cancer detection examination 
showed that 52.8% of the cancer cases were 
picked up on a recheck examination and, of 
even greater importance, was the fact that 
over 50% of those re-examined had such 
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precancerous lesions as colo-rectal polyps, 
leukoplakia, senile keratosis, etc. 


In August, 1956, The Chesapeake and 
Potomac Telephone Company in Washington 
made proctoscopic examinations available to 
a selected group of management personnel 
whose ages ranged between 45 and 65 years. 
The results of the initial survey justified 
making this procedure available to all em- 
ployees, regardless of age. 


The inclusion of this program, as a part of 
their general health evaluation, was enthusi- 
astically received by most of the employees. 
The response was, in a great part, due to 
excellent education of the employees by the 
local Medical Department and, particularly, 
the crusading done by the nursing staff. 


Most of the patients showed signs of ap- 
prehension, and following the investigation 
admitted their concern about the possible 
findings, namely, the fear of cancer, and 
most of them expressed their appreciation 
to the Company for making this examination 
available. It was a great surprise to me to 
learn how few of those examined had ever 
had a previous rectal examination. 


At the time of the employee’s voluntary 
physical examination, the examining physi- 
cian or nurse arranges an appointment for 
proctoscopy, explains the need for the pro- 
cedure, and instructs the patient how to pre- 
pare for the examination. In addition, a 
printed form is given detailing the instruc- 
tions, which are as follow: 


How to Prepare for Proctoscopy 


1. Purchase from a drugstore: 1 small bottle of 
Phospho-Soda and 1 disposable enema unit. 


2. Maintain a clear liquid diet for 24 hours before 


examination. This may include tea and coffee (with 
lemon or sugar, no cream), broth, consomme, ginger 
ale, Coca-Cola, fruit juices, and Jello. 

3. On arriving home the evening before the ex- 
amination, take three tablespoonsful of Phospho-Soda 
in warm water; follow with a full glass of tap water. 
Allow at least an hour to elapse before taking the 
evening clear liquid diet. 

4. On arising the morning of examination, use one 
enema unit as directed on the bottle. 

5. You may have a light liquid breakfast. 

6. Report to the Medical Department at the speci- 
fied time. 

7. If, for any reason, you are unable to keep the 
appointment, notify the Medical Department at once. 
lf appointment is cancelled 48 hours in advance, the 
time may be utilized by someone else. 
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When the employee reports for examina- 
tion, a brief explanation of the reasons for 
and the nature of the procedure is given. A 
short rectal history is then obtained. 


The position used in the examination is 
one of individual choice. Our method is as 
follows: 


(A) The patient is first placed in the left lateral 
position, and the anus, peri-anal margins and the 
anococcygeal-raphe are inspected. 

(B) A digital examination, using vaseline as a 
lubricant, follows; the prostate in the male, cervix in 
the female, together with the uterine adnexae are 
palpated. 

(C) The perineum is then depressed so that the 
examining finger can reach as high as the first rectal 
valve. 

(D) A_ well-lighted anoscope is introduced for 
direct inspection of the anal canal, Hilton’s line, and 
the lower margin of the rectum. 

(E) If there is any suggestion of redundancy or 
abrasion of the rectal mucosa, a piece of moistened 
gauze is introduced into the rectum and the ano- 
scope is removed. The gauze is then pulled slowly 
through the anal orifice, exposing prolapsing tissue. 
This will also reveal any evidence of spot bleeding 
in a hemorrhoidal area. Frequently, small bleeding 
areas will fail to present gross evidence of bleeding, 
as the blood is concealed by being incorporated in the 
rectal contents. This can go on for a long period of 
time without the patient being aware that bleeding 
exists. 

(F) Next the patient is placed in a knee-chest po- 
sition, or an inverted table, as we are using at 
present the table being inclined between a 45 and 
75 degree angle. The proctoscope is introduced by 
direct vision only. I insufflate the bowel as little as 
possible on introducing the instrument, although oc- 
casionally it is necessary to distend the mucosa in an 
“accordion-pleated” type of rectum. The instrument 
is usually introduced to between the levels of 18 to 
25 cm., and detailed inspection is made while the 
instrument is being withdrawn. The subject is then 
placed on his back for abdominal palpation. 


I cannot over-emphasize the necessity for 
gentleness and for the planning of sufficient 
time to avoid rushing through the examina- 
tion. Small polyps and mucosal tags are too 
easily overlooked in the mucosal folds, and 
if patients are to be examined at all they de- 
serve thoroughness and care. 


During the past two years 408 cases have 
passed through The C. and P. Telephone 
Clinic, and recognizable disease was en- 
countered in 203 instances. Breaking this 
down further, there were 320 men and 98 
women, ranging in age from 25 to 65 years, 
although most were in the second 40 years 
of their life span. Tumors were found in 41 
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cases. Of these, 25 were benign adenomas, 2 
inclusion cysts, 10 mucosal tags, and 4 
adenocarcinomas. Again it is interesting to 
note that among our 4 most serious cases, 3 
of the patients had no subjective symptoms. 
The rest of the significant findings included 
84 internal and external hemorrhoids, 34 
cases of pruritus ani, 5 of fistulas, 4 fissures, 
35 combined cases of papillitis-proctitis, and 
one case of recognizable ulcerative colitis 
with polyposis. 

Individuals with subjective symptoms and 
no objective findings are advised to have 
stool examinations and _ intestinal x-ray 
studies. 


Following the proctologic study, another 
discussion is usually held with the patient, 
explaining the findings. He is then either 
reassured or urged to continue the investiga- 
tion and treatment through the facilities of 
private medicine. 

Detailed reports of our findings are re- 
layed either to the individual concerned or 
his family physician. In more urgent cases, 
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a direct phone call is usually made to the 
family physician. 

The proctoscopic examination is practical 
as a routine procedure with small risk, and it 
can be kept within the medical department's 
budget. 

It has been estimated that better than 10% 
of all cancers occur in the gastrointestinal 
system and 80% of those occurring in the 
colon and rectum are within reach of a 25 
cm. proctoscope. With this knowledge and 
since the survival rate in asymptomatic 
cancer is 3 to 1 over that of symptomatic 
cancer, industry can contribute materially to 
the cancer detection and survival program 
by including proctosigmoidoscopy in their 
periodic health studies. 
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Peroral Biopsy of the Duodenum and 
Jejunum in the Diagnosis of the 
Malabsorption Syndrome: 


E. LEONARD POSEY, JR., M.D., and 


SAMUEL L. STEPHENSON, JR., M.D.,t Jackson, Miss. 


The instrument by which biopsy of the mucosa of the upper bowel is possible has permitted 

some interesting and instructive studies of the changes accompanying the malabsorption syndrome. 
Reports in the literature indicate that some of these changes are reversible. We may look forward 
to gaining more information regarding pathologic alterations in a variety of disease processes. 


THE MALABSORPTION SYNDROME (nontropical 
sprue, idiopathic steatorrhea, celiac disease in 
the adult) is recognized as a complex meta- 
bolic disease of unknown origin characterized 
by impaired absorption from the small bowel 
of various foodstuffs, typically presenting as a 
combination of steatorrhea, cachexia, macro- 
cytic anemia, and glossitis. The picture is con- 
siderably complicated by the fact that a large 
number of gastroenteropathies may masquer- 
ade as “sprue,” making for great difficulty in 
accurate diagnosis and adequate therapy 
(Table 1).13 

A number of diagnostic tests have become 
available to the clinician in the study of this 
disorder (Table 2). Although these studies 
enable one to ascertain and understand the 
magnitude of the pathophysiologic disturb- 
ances in any given case, the fact remains that, 
with the possible exception of the small bowel 
biopsy, not one of these methods provides 
answers sufficiently conclusive to enable one 
to state with certainty, “This is the malab- 
sorption syndrome,” due to overlapping de- 
rangements in the primary and secondary 
forms of the disease. 


The observations of earlier students*® re- 
garding pathologic alterations in the small 
bowel were largely ignored after Thaysen,’ 
in his monograph published in 1932, affirmed 
that there were no micropathologic intestinal 


am before the Section on Gastroenterology, Southern 
Medical Association, Fifty-Second Annual Meeting, New Or- 
leans, La., November 3-6, 1958. 


+From the Department of Medicine, Division of Gastro- 
ee, the University of Mississippi School of Medicine, 
and the Posey-Stephenson-Fyke Clinic, Jackson, Miss. 


changes in sprue. Milanes and associates,® in 
1951, and Paulley,® in 1954, conclusively 
demonstrated microscopic derangements in 
biopsies of the small bowel obtained at lapa- 
rotomy from patients with sprue. A similar 
study by Butterworth and Perez-Santiago’ 
was confirmatory. 

The mucosa of the small bowel is unusu- 
ally subject to autolysis after death, render- 
ing autopsy studies inaccurate and inconclu- 
sive. The impracticality of obtaining a surgi- 
cal biopsy for routine case-study is obvious. 
The development of the Shiner jejunal biopsy 
tube,!! a modification of the Wood suction 
gastric biopsy instrument, was a significant 
advance in 1956. This instrument enables one 
to obtain enteric mucosal samples perorally. 


TABLE 1 
CLASSIFICATION OF MALABSORPTION SYNDROMES 


A. Primary malabsorption syndrome* 
1. Tropical sprue (folic acid deficiency?) 
2. Nontropical sprue (unknown biochemical defect?) 
8. Celiac disease (gluten sensitivity?) 
B. Secondary malabsorption syndrome 
1. Due to disease of the small bowel (neoplasm regional 
enteritis, scleroderma, amyloidosis, etc.) 

. Due to lymphatic blockage (lymphoblastoma, Whipple’s 

disease, etc.) 

. Due to altered bacterial flora (enteric strictures, blind 

loop syndrome, enteric diverticulitis) 

4. Due to altered gastrointestinal continuity (post-gastrec- 
tomy syndrome, gastrojejunocolic fistula, intestinal 
short-circuiting, etc.) 

5. Due to parasitic infestations (giardiasis, Diphylobothrium 
latum, Balantidium coli) 

6. Due to inadequate mixing with digestive substances 
(a) pancreatic (cystic fibrosis, relapsing pancreatitis, 

carcinoma, etc.) 
(b) Biliary (obstructive jaundice, biliary fistula, etc.) 

. Due to metabolic diseases (hyperthyroidism, starvation, 

etc.) 


N 


*This category likely contains a group of unrelated diseases 
and will undoubtedly require future revision. 
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TABLE 2 
METHODS OF INVESTIGATING MALABSORPTION 
STATES 


Routine blood counts (often macrocytic anemia) 
Gastric analysis (achlorhydria typically present) 
Stool examination (fat present in excess) 

Glucose tolerance test (flat curve) 

Blood carotene and vitamin A tolerance (low) 
Xylose tolerance test (low urinary excretion) 

Blood chemistries (hypocalcemia, hypoproteinemia) 
Metabolic balance studies (steatorrhea) 

Small bowel x-ray series (deficiency pattern) 


Schilling test (low By excretion without and with intrinsic 
factor) 


Radioactive triolein and oleic acid tolerance tests (diminished 
absorption of both factors) 


Urinary 5-hydroxyindolacetic acid (elevated) 
Secretin test (normal except in pancreatic disease) 
Small bowel biopsy (atrophy, blunting, and clubbing of villi) 


In the brief span of 2 years, a series of reports 
from numerous centers attests to the ease, 
safety, and applicability of the technic.!0121% 
Experience with the Crosby capsule is accu- 
mulating, providing an additional means of 
obtaining peroral biopsy specimens.!§ 


Detailed analyses of the pathologic change 
in the malabsorption syndrome have been 
nublished by Butterworth and Perez-Santi- 
ago,!°.13 Shiner and Doniach,!.17 Himes and 
Adlersberg,!? and Bolt, Pollard and Standa- 
ert.16 In general, the most striking change is 
villous atrophy, with shortening of the villi, 
attended by thickening, blunting and coales- 
cence of adjacent villi so that a great reduction 
in absorptive surface occurs. This is associ- 
ated with a lowering in height of the columnar 
epithelium, whose nuclei are large and irregu- 
larly placed. An apparent increase in the 
number of goblet cells which are choked with 
mucus, is commonly present. Further there is 
found edema and round cell infiltration in 
the lamina propria. These alterations have 
been observed in both tropical and nontropi- 
cal sprue and in secondary malabsorptive 
states accompanied by megaloblastic anemia. 
The bowel in post-gastrectomy and pancrea- 
togenous steatorrheas apparently does not 
present these changes. The pathologic changes 
of Whipple’s disease is typified by specificity 
with the PAS stain. The microscopic changes 
are apparently reversible in tropical sprue, but 
permanent in nontropical sprue. Whether the 
picture associated with megaloblastic anemia 
in secondary malabsorptive states is reversible 
has not as yet been determined; upon this 
point may depend whether peroral enteric 
biopsy will prove to be a means to a short-cut 
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definitive diagnosis, or whether the observed 
pathologic changes merely reflect another 
facet of the unknown defect. 

In the past 6 month period, we have used 
the Shiner tube to obtain duodenal or jejunal 
biopsy specimens from 4 patients with the mal- 
absorption syndrome. We wish to summarize 
the microscopic findings in these cases, to re- 
emphasize the usefulness of the technic, and 
to briefly discuss its significance. 


Technic 


The Shiner instrument is fully described 
elsewhere.1-19 Briefly, it consists of a plastic 
tube encasing a flexible coiled spring to main- 
tain its rigidity. The instrument is passed and 
positioned under fluoroscopic guidance. A 
cutting head at the distal end contains an 
aperture through which the mucosa is drawn 
by applying negative suction to a side arm 
situated on the proximal handle. Traction on 
the handle then sweeps the knife-cylinder, to 
which it is attached by a wire, past the aper- 
ture to nip off the mucosa. Multiple biopsies 
from various locations may be taken. To date, 
there have been no reports of any type of com- 
plication following use of the instrument. 

The procedure is carried out with the pa- 
tient in the fasting state. We have not found 
it necessary to anesthetize the hypopharynx. 
Under ordinary circumstances, it is possible 
to complete the biopsy within 90 minutes. 
Considerable difficulty may be met in passing 
the instrument through the pylorus, requiring 
great patience and cooperation by both par- 
ties concerned. With the patient in the re- 
cumbent position on the fluoroscopy table, 
pressure from the operator’s hand applied to 
the tube through the abdominal wall facili- 
tates passage of the instrument into the du- 
odenum. Our most rapidly performed biopsy 
was completed in 45 minutes; the longest pro- 
cedure required 3 hours. 

Once the biopsy has been taken, the instru- 
ment is withdrawn, the material is immedi- 
ately placed in fixative. The patient is allowed 
to eat as he wishes and to be as active as he 
pleases except for the avoidance of strenuous 
exertion. Hospitalization is not required. 


A biopsy from a normal duodenum is 

shown in figure 1 for comparative purposes. 
Case Reports 

Case 1. A 48 year old woman had suffered with 
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recurrent periods of diarrhea for 25 years. The stools 
were frothy, foul and greasy in appearance. Glossitis, 
paresthesias in the legs, and dependent edema appeared 
during exacerbations. Asthenia and malaise were prom- 
inent complaints. 


The patient appeared frail and malnourished. Her 
weight was 90 pounds. (Ideal weight 128 pounds.) The 
B.P. was 100/60. The tongue was atrophic; cheilosis 
was present. The abdomen was protuberant and 
doughy. A moderate degree of dependent edema was 
present. The remainder of the physical examination 
was unremarkable. 

Significant laboratory studies included the findings 
of a Hgb. of 7.8 Gm., a RBC of 3.5 million, and a 
PCV. of 36. Free acid was found on gastric analysis. 
Stool examination revealed excessive fat, but no blood 
or parasitic forms. The serum albumin was 2.8 Gm. 
and the serum globulin 3.0 Gm. per 100 cc. A glucose 
tolerance test gave a flat curve. X-ray studies of the 
small intestine disclosed a marked deficiency pattern. 
The 24 hour radioactive Bw urinary excretion was 21.8 
per cent. A duodenal biopsy was obtained, with the 
following interpretation: “The sections show beneath 
the muscularis mucosa several groups of duodenal type 
of glands some of which contain a finely fibrinous 
pink staining material in their lumens. The mucosal 
layer is approximately normal in thickness and there 
is an apparent shortening and marked thickening of 
the villi. The mucosal stroma is edematous and in its 
superficial portion shows extensive extravasation of 
erythrocytes which may possibly be due to the trauma 
of taking the biopsy. The stroma is infiltrated by mod- 
erate numbers of plasma cells and a rare eosinophil. 
There are also moderate numbers of lymphocytes. The 
glandular epithelium in the mucosal layer has an es- 
sentially normal appearance, but the columnar cells on 
the surface often have a finely vacuolated appearance 
and show extensive infiltration by lymphocytes. Diag- 


FIG. 1 


Normal duodenal mucosa. Note the long, feathery villi, the 
comparative paucity of goblet cells, and the lack of stromal 
edema or round cell infiltration. 
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FIG. 2 


See text for description. 


nostic Impression: Duodenal mucosa showing changes 
compatible with those occurring in sprue” (Fig. 2). 

Case 2. A 20 year old white man had had pro- 
longed periods of diarrhea since the age of 5 years; 
the stools were pale, bulky, foul, and flatulent. There 
had been no bleeding, and very little cramping. His 
rate of growth had been slow, and he had not 
matured. He denied glossitis, peripheral neuropathy, 
or pedal edema. 

The patient appeared to be about 15 years of age. 
His height was 64 inches, his weight 117 pounds. B.P. 
was 100/60. There was no beard; axillary and pubic 
hair was very scant. There was incomplete sexual ma- 
turation. The remainder of the physical examination 
was unremarkable except for a prominent, doughy 
abdomen. 

Blood studies revealed a Hgb. of 10.8 Gm., RBC of 
3.72 million, WBC of 8,800, with a normal differential 
picture. The urinalysis was unremarkable. No free acid 
was obtained on gastric aspiration after histamine. A 
glucose tolerance curve was flat. The total serum pro- 
teins were 4.67 Gm., with 3.78 Gm. of albumin, and 
0.89 Gm. of globulin per 100 cc. The serum calcium 
was 8.85 mg. per 100 cc. A radioactive Bi excretion 
of 18.2% was found on a Schilling test. A small intes- 
tinal x-ray series revealed a marked deficiency pattern. 
A jejunal biopsy was obtained,* revealing blunting, 
atrophy and coalescence of the villi, increase in the 
number of goblet cells present, and edema and round 
cell infiltration of the lamina propria. The changes 
are considered typical of the malabsorption syndrome 
(Fig. 3). 

Case 3. A 52 year old white woman was admitted 
with a history of weakness and malaise for a period of 
6 to 8 months, and a weight loss of 20 pounds despite 
a good appetite. She denied any diarrhea or vomiting. 
Four days prior to admission she developed diarrhea, 


*The biopsy was obtained while the patient was in 
service. The authors are indebted to Dr. D. G. King, 
Jr., Captain, USAF (MC), Lackland Air Force Base, 
Texas, for permission to reproduce the biopsy. 
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See text for description. 


which consisted of several loose stools daily, without 
blood or a tarry appearance. For the past 12 years the 
patient had suffered from “iron deficiency anemia,” 
with remissions and exacerbations. 


Physical examination revealed a well developed fairly 
well nourished white woman of about stated age, in 
no acute distress, who was thin but who did not appear 
wasted or cachectic. The B.P. was 110/70, P. 72, R. 18, 
and T. 98°. Weight was 93 pounds. (Ideal weight 132 
pounds.) The remainder of the physical examination 
was unimpressive except for a doughy feeling of the 
abdomen. 

Laboratory examination revealed the following: 
Hgb. of 12.3 Gm., PCV. of 37%, WBC of 8,150, with 
a normal differential count. One-stage prothrombin 
time was 55% (patient 15.5 seconds, control 14 seconds). 
A routine urinalysis was negative. The V.D.R.L. test 
was nonreactive. Stools were negative for occult blood, 
ova, and parasites. Fat was present in excess in the 
stools. The BSP. was 4%, serum amylase 85 units, 
serum alkaline phosphatase 3 units. Total proteins 
were 7 Gm. with an albumin of 4.9 and a globulin of 
2.1 Gm. per 100 cc. The total bilirubin was 0.4 mg. 
per 100 cc. The B.M.R. was a —4. A_ reticulocyte 
count was 0.7 per cent. A Schilling test showed 2.3% 
excretion; a second Schilling test with intrinsic factor 
resulted in a 5.8% excretion. The total eosinophil 
count was 121 per cu. mm.; 4 hours after the injection 
of 25 mg. of ACTH, 100 eosinophils per cu. mm. were 
found. Serum potassium was 4.6 mEq./L., and sodium 
139. 


An upper gastrointestinal series, including a small 
bowel study, showed a normal upper gastrointestinal 
tract. X-ray studies of the chest, barium enema, cho- 
lecystogram and excretory urogram were all within 
normal limits, as was an ECG and proctoscopic exam- 
ination. A biopsy of the jejunum was performed. The 
pathologist reported the following: 


“Multiple sections of the biopsy of the small intes- 
tine reveal relative shortening and widening of the 
villi of the mucosal lining. A considerable number of 
large goblet type cells are noted in the depths of the 
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gland. A few similar cells are noted over the tops of 
the villi. In the lamina propria there is a marked in- 
filtration of lymphocytes and plasma cells. The mus. 
cularis mucosa is intact in all of the sections. In a few 
zones the lamina propria contains a fibrinoid type of 
material which takes a bright pink stain on the 
hematoxylin and eosin slide. This material when 
stained by periodic acid Schiff’s stain with and without 
distase enzymatic digestion shows no reaction. Diag. 
nostic Impression: Abnormal duodenal mucosa com- 
patible with diagnosis of malabsorption syndrome” 
(Fig. 4). 

Case 4. A 61 year old white man gave a history of 
the onset of anal burning and pruritus followed by 
diarrheal stools approximately 6 years ago. The stools 
were described as being bulky, of whitish color, foul 
smelling, watery, and being expelled in an explosive 
manner. The patient had urgency associated with the 
bowel movements but had no cramps or tenesmus. He 
had seen no blood in the stools and there had been no 
melena. He had had no nausea or vomiting. During 
the course of his illness he had lost approximately 40 
pounds. The patient had been examined at several 
hospitals with no cause for his diarrhea being deter- 
mined. He had continued to have numerous loose 
bowel movements daily since the onset. Lately he had 
noted the onset of tingling and numbness in his fin- 
gers and legs, and had transient episodes of inability 
to walk without staggering. He had, on occasions dur- 
ing the past year, had sore areas on the tongue for 
which he has taken injections of vitamin Bu. His last 
injection of this was 3 weeks prior to admission. 

On physical examination he was found to be thin 


FIG. 4 


See text for description. 
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FIG. 5 


See text for description. 


but did not otherwise appear in poor health. The ton- 
gue was normal. The abdomen was protuberant and 
“doughy.” The liver was palpable approximately 2 cm. 
below the right costal margin. It was not tender and 
no other masses were palpated. Otherwise the physical 
examination was within normal limits. 

The Hgb. was 12 Gm., PCV. 36, and the WBC 
8,000 with a normal differential. The mean corpuscu- 
lar volume was 121. Urinalysis was within normal 
limits. B.M.R. was found to be —-10 and —1. The glucose 
tolerance curve was flat. Gastric analysis revealed free 
acid. Seroiogic tests for syphilis was negative. Chemical 
studies, serum calcium, phosphorus, and proteins, were 
within normal limits. Examination of the stool re- 
vealed no pathogenic organisms or parasites. Bone 
marrow study revealed megaloblastic marrow. The EKG 
was within normal limits. Chest x-ray study was nor- 
mal; gastrointestinal series, including small bowel 
series, was within normal limits. Barium enema was 
normal as was proctoscopic examination. A Schilling 
test revealed a 24 hour urinary radioactive Bw excre- 
tion of 27 per cent. 


A small bowel biopsy was performed and was inter- 
preted as follows: ‘““The thickness of the mucosal layer 
is approximately normal in the sections which are 
made perpendicular to the surface. There is a marked 
loss of villi and the mucosal stroma shows a variable 
degree of edema and is heavily infiltrated by lympho- 
cytes with considerable numbers of plasma cells. A rare 
segmented neutrophile and a rare eosinophil are pres- 
ent. The goblet cells of the glandular epithelium are 
markedly increased in number. In one area the surface 
epithelium is absent, but this may be an artefact. In 
most areas the covering columnar epithelium on the 
surface is orderly arranged, but in other areas the 
nuclei lie at various levels and some of the cells have 
a vacuolated cytoplasm. A few lymphocytes infiltrate 
the epithelial layer in these areas. Diagnostic Impres- 
sion: Jejunal mucosa showing changes compatible with 
sprue” (Fig. 5). 

Discussion 


The peroral small bowel biopsy is a prac- 
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tical, relatively simple, and useful procedure 
in studying the malabsorption syndrome. Its 
value in atypical cases, such as the third cited 
above, in which the expected clinical features 
are lacking, can hardly be overstated. The 
specificity of the pathologic changes is another 
question. That idiopathic steatorrhea is ac- 
companied by easily demonstrable pathologic 
features can no longer be denied. It is known 
that these alterations occur in tropical sprue, 
and that they are reversible. It is also estab- 
lished that these changes are found in secon- 
dary malabsorptive states, if a megaloblastic 
anemia is present.!° The histochemical enzyme 
studies of Bolt, Pollard, and Standaert!*® have 
indicated that the alterations in the surface 
epithelium are merely coincidental with the 
development of the malabsorption state, and 
do not represent etiologic changes. These facts 
of themselves would cause one to seriously 
doubt that the pathologic change is of any 
more significance or can be given any more 
weight than can, say, an abnormal Schilling 
test. 


The handful of cases that have been sur- 
veyed in this report permits no conclusive 
analysis. It is interesting that these cases differ 
so much among themselves, both clinically 
and biochemically, and yet have identical 
biopsy findings. One is that of typical non- 
tropical sprue of long duration; one case is 
due to celiac disease which has persisted into 
adulthood; one is of an obscure malabsorption 
state characterized by anemia, weight loss, ab- 
normal Schilling test and abnormal Thorn 
test, and without obvious steatorrhea; one is 
of idiopathic steatorrhea appearing in an 
older man. Although therapy has not been 
considered in this report, it is well to interject 
that only one patient, the individual with 
adult celiac disease, responded in any manner 
to the gluten-free diet. The other three have 
required steroids in maintenance doses to be 
brought under control. It is difficult to reason 
that these patients could have four different 
forms of the same disease despite the similarity 
of the biopsy findings. It appears more logical 
to assume that four unique, etiologically un- 
related disorders, have presented themselves 
in the final common pathway of a malabsorp- 
tion syndrome, one facet of which is mucosal 
atrophy. 

The importance of the biopsy is not to be 
minimized by our impression. We believe the 
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technic represents an important tool which 
can be of great utility in obscure cases, and 
which can provide a short-cut in determining 
the presence of malabsorption whenever more 
elaborate procedures are unavailable or where 
the results of these tests are equivocal. We do 
not feel, however, that the method provides 
either an etiologic or a definitive diagnosis, 
but rather should be looked upon as a means 
of establishing the presence of a general dis- 
order, the malabsorption syndrome, which in 
turn encompasses a variety of disparate dis- 
eases. 


Summary and Conclusion 


Peroral small bowel biopsy is a relatively 
simple and practical procedure in confirming 
the presence of a malabsorption state. Our 
experience with the technic has been summar- 
ized. Four cases in which biopsy has been per- 
formed have been reviewed and the pathologic 
features detailed. Mucosal atrophy, with short- 
ening, lateral fusion, and blunting of the villi, 
with an increase in mucus-choked goblet cells, 
and with a variable amount of submucosal 
edema and round cell infiltration, is a con- 
stant finding. It is felt that the changes are 
nonspecific and represent secondary effects of 
the malabsorption defect, rather than etiologic 
alterations. 
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Sarcoid Involvement of Skeletal 
Muscle: 


JOHN COLLINS HARVEY, M.D.,+ Baltimore, Md. 


Sarcoidosis is an intriguing clinical condition which commonly presents itself as disease of the 
skin or lymph nodes and less often in other portions of the body. The involvement of muscles 
is of interest and, if limited to them, may pose diagnostic problems. 


Ir HAS BECOME CLEAR that involvement of 
skeletal muscle occurs in Boeck’s sarcoid 
fairly commonly. Interest in this aspect of the 
disease was aroused by 2 patients referred to 
me by the late Dr. Joseph Earle Moore. These 
patients had extensive muscle wasting and 
resultant weakness. On biopsy both patients 
were found to have many focal lesions widely 
distributed in skeletal muscle compatible 
with the diagnosis of sarcoid. Another patient, 
who presented himself for care in the Medical 
Clinic of this Hospital in 1953 and com- 
plained of severe pain and weakness in both 
hamstring muscles, was found to have lesions 
in these muscles compatible with the diagnosis 
of sarcoid. 

Other patients on the Osler Medical Service 
of this Hospital or under the care of col- 
leagues at The Johns Hopkins Hospital have 
been made available for study. From this 
group of patients and from reports in the 
literature there has been formulated a classi- 
fication of sarcoid involvement of skeletal 
muscle which is presented in table 1. 

Wallace and associates! of Presbyterian 
Hospital in New York City in a recent report 
have stressed the asymptomatic involvement 
of skeletal muscle in this disease. In their 
very excellent report on random biopsies of 
skeletal muscle done on patients with sar- 
coidosis presenting at Presbyterian Hospital 
over a 10 year period of time, they showed 
that of 42 patients on whom random biopsies 
of skeletal muscle were done, pathologic 
changes compatible with the diagnosis of sar- 
coidosis were found in 23 patients. In these 


*Read before the Section on Medicine, Southern Medical 


Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


_ {From the Department of Medicine, The Johns Hopkins 
University and Hospital, Baltimore, Md. 


TABLE 1 
SKELETAL MUSCLE INVOLVEMENT WITH SARCOID 


(1) Asymptomatic microscopic granulomas. 

(2) Asymptomatic palpable nodules. 

(3) Symptomatic microscopic granulomas associated with sys- 
temic disease. 

(4) Extensive wasting and weakness (myopathy) associated 
with systemic disease. 

(5) Extensive wasting and weakness (myopathy) without ap- 
parent associated systemic disease. 


patients there was no clinical evidence of any 
involvement of skeletal muscle. There was no 
distinct pattern of distribution of lesions in 
any muscle or group of muscles. Random 
biopsy of skeletal muscle in patients with 
sarcoidosis has not been routine in our hos- 
pital, but lately in 3 patients with sarcoidosis 
random biopsy of skeletal muscle was _per- 
formed. In these 3 patients microscopic granu- 
lomata compatible with the diagnosis of sar- 
coid were found. Block,? in 1914, was the 
first to demonstrate these asymptomatic 
microscopic lesions. 

Figure 1 is a microscopic section of the 
biopsy of skeletal muscle, the deltoid, from a 
patient with a systemic sarcoidosis. The pa- 
tient had no symptoms referable to muscle. 
There were no objective signs of involve- 
ment. One can see here a focal inflammatory 
response separating and destroying muscle 
fibers. The inflammatory response consists of 
epithelioid tubercles with giant cells. Schau- 
man bodies and asteroid inclusions are present 
in some sections. Numerous lymphocytes sur- 
round the tubercles. There is on occasion 
perivascular round cell cuffing. These lesions 
are entirely asymptomatic. This patient, E.S. 
(JHH #77 09 62), a 22 year old Negro, had 
sarcoidosis involving the uveal tract, lungs, 
mediastinal nodes, liver and spleen, but has 
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Photomicrograph of muscle biopsy (deltoid) in patient with- 
out symptoms referable to muscle. Note epithelioid tubercle 
with giant cells and round cell infiltration. (X 600) 


been without symptoms or signs in his muscles 
at any time since he first came under obser- 
vation 4 years ago. 

Occasionally individuals with systemic sar- 
coidosis may have palpable nodules in skel- 
etal muscles, usually in the muscle groups on 
the extensor surfaces of the limbs. Licharew,’ 
a dermatologist in Moscow, first reported 
such a case in 1907. He presented a 17 year 
old female who had a skin rash, a palpable 
liver and spleen, and a negative tuberculin 
fest. She had hard, easily palpable nodules 
over the surface of the extensor muscle groups 
o. ‘he arms and legs. Only 8 years before, in 
189, Boeck had clearly described the syn- 
drome of “lupus pernio,” known now as sar- 
coidosis, yet Licharew recognized his case as 
one of “lupus pernio” but with the additional 
feature of involvement of skeletal muscle. 

The third type of involvement of skeletal 
muscle is the microscopic granulomatous le- 
sion which does produce symptoms. D.L. 
(JHH #17 28 51), a 26 year old negress, had 
sarcoid involving the skin, lymph nodes and 
lung. Biopsies of all these structures showed 
hard tubercles compatible with the diagnosis 
of sarcoidosis. During the course of her illness, 
while she was under observation between 
early 1952 and her death in late 1953, she 
had bouts of transient polyarthritis with 
stiffness and swelling of knees and ankles. At 
this same time the patient noticed gradually 
increasing weakness of the muscles of the 
shoulder and pelvic girdle, thoracic cage, and 
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the flexors of the forearms and thighs. This 
weakness was accompanied by intermittent 
muscle aching which varied in intensity, 
There was never any observed wasting or fas- 
ciculations of muscles. Deep tendon reflexes 
were reduced everywhere. There were no ab- 
normalities on the electromyographic studies 
of the muscle in either nerve conduction or 
neuromuscular transmission. Aching and 
weakness in the muscles waxed and waned. 
Muscle symptoms were definitely improved 
by steroid therapy. 

Several biopsies of muscle were taken on 
this patient during the course of her illness. 
At the time the patient complained of mus- 
cular aching and weakness, the biopsy showed 
epithelioid cell tubercles with irregular giant 
cells and a peripheral area of lymphocytes. 
The muscle bundles and fibers themselves 
showed focal changes, there being some 
atrophy whereas others were hypertrophied. 
The biopsy of the muscle after steroid therapy 
showed healing with hyalinization of the 
focal lesions (Fig. 2). 

The symptoms caused by these microscopic 
lesions in muscle vary. There may be only 
mild aching and slight pain, stiffness and 
weakness. On the other hand, the symptoms 
may be more intense and weakness be quite 
pronounced. The patients with sarcoidosis 
observed in The Johns Hopkins Hospital who 
have these microscopic granulomas in muscles 
often times have concomitant joint symptoms 


Photomicrograph of muscle biopsy after patient had been 
treated with steroid. Hyalinization of tubercle is seen. (X 
100) 


FIG. 1 
| 
FIG. 2 


ite 
sis 


VOLUME 52 


FIG. 3 


Photograph of the patient reported by Weinberger.’ Note 
extensive muscular wasting and secondary contractures. 


including pain, tenderness and swelling simi- 
lar to the case described above. Wallace and 
associates! have also called attention to this. 
It is interesting to speculate that perhaps the 
atrophy of muscle is due to disuse as a result 
of “unconscious splinting’ of muscles on the 
part of the patient, to prevent movement of 
painful joints or painful muscles when rid- 
dled with these focal lesions. 


On occasion there may be extensive wasting 
of muscle in cases of systemic sarcoidosis. The 
involvement may be so extensive and symp- 
toms so severe that the presenting picture is 
one of a “muscular dystrophy.” Clearly 
identifiable lesions of sarcoidosis in other 
organ systems, however, should suggest that 
the muscle is also involved in this process. 
This is easily confirmed by biopsy. The first 
such patient, a woman in her early twenties, 
was described by Mucha and Orzechiowski.* 
Over 2 period of one year’s time this patient 
developed insidiously progressive wasting in 
her muscles accompanied by progressive 
weakness. On biopsy of the muscle lesions 
compatible with sarcoid were seen. In addi- 
tion there was atrophy of muscle fibers. Pain 
was present only early in the course of the 
disease. One month before death and approxi- 
mately a year after onset of the disease the pa- 
tient developed skin lesions thought typical 
of sarcoidosis. Since this first report there 
have been many others describing identical 
cases including several reports of postmortem 
examinations. A patient with such involve- 
ment is shown in figure 3. This picture is that 
of a patient described by Weinberger in 1933.5 
It was taken shortly before the patient died 
and it shows the severe muscular wasting and 
secondary contractures which develop. The 
patient was originally reported as a case of 
polymyositis of a peculiar type causing a pro- 
gressive muscular dystrophy. The microscopic 
sections of the muscle biopsies showed epi- 
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thelioid tubercles with giant cells and round 
cell infiltration without caseation. There was 
extensive atrophy of muscle fibers and ne- 
crosis. 

At autopsy the patient was found to have 
cavities in both lower lobes of his lungs, en- 
largement of the liver and spleen, medias- 
tinal and para-aortic lymph nodes. Through 
the kindness of Professor Herman Chiari of 
Vienna we were able to study material on this 
case and it is quite clearly a case of systemic 
sarcoidosis with very extensive involvement 


FIG. 4 


Photograph showing involvement of skeletal muscles by sar- 
coidosis. Note the wasting of the muscles of the shoulder 
and pelvic girdle. 
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of skeletal muscle. The predominant muscle 
groups involved were the muscles of the 
shoulder and pelvic girdles. There appeared 
to be sparing of the more distal muscles. One 
such similar patient has been observed here 
at The Johns Hopkins Hospital. Her mus- 
cular involvement was not as extensive being 
confined in a symmetrical distribution to the 
pelvic girdle muscles and in particular to the 
extensors of the thighs. This case, I.M. 
(JHH #59 60 34), has been reported in detail 
by Shulman, Schoenrich, and Harvey.® 


Finally, there appear to be a few patients 
who present still another form of involve- 
ment of skeletal muscle. In these patients the 
disease appears to be confined to the skeletal 
muscles alone. This involvement is usually 
extensive and again simulates a picture of a 
primary myopathy. The muscle groups chiefly 
involved are those of the shoulder and pelvic 
girdles. Involvement is of the more proximal 
muscle groups. Distal muscles appear to be 
spared. The involvement is usually sym- 
metrical. There are 3 such patients under ob- 
servation in this Hospital currently with this 
form of the disease. Figure 4 is a photograph 
of one of the patients, S.S. (JHH #66 92 67). 
The patient is a 57 year old white man who, 
when first presenting himself to the Hospital 
in 1954, complained of the insidious onset of 
weakness in his upper arms and legs progres- 
sively increasing over the preceding 15 years. 
He had first noticed difficulty in climbing 
stairs; gradually this became so great that he 


FIG. 5 


Photograph of section of muscle biopsy. Note sarcolemmal 
proliferation and atrophy of some muscle fibers. (X 100) 
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had to literally hoist himself with his arms. 
Three years before admission the weakness 
insidiously developed in the muscles of the 
shoulder girdle. Mild dysphagia appeared 6 
months before admission. 

On physical examination there was exten- 
sive wasting of the muscles of the shoulder 
and pelvic girdles. The muscles were gritty 
and ligneous, but nontender. There was 
weakness of the muscles of deglutition. At no 
time have there ever been fasciculations. 
Deep tendon reflexes have always been slightly 
diminished. Figure 5 shows a microscopic sec- 
tion of a muscle biopsy. 


No enlargement of lymph nodes has ever 
been detected, nor have there been any clini- 
cal manifestations of disease in the lungs, 
liver, spleen or other organs. The patient has 
always had an elevated level of calcium, alka- 
line phosphatase, and globulin in the serum. 
He has been treated with an intensive course 
of steroid therapy originally on a high dose. 
This dosage was tapered off and he is main- 
tained now on Meticortin, 10 mg. per day. 
No toxic manifestations have appeared. 
There has been definite improvement in 
muscle functions as measured by the physical 
therapists using the methods of muscle testing 
of Kendall.? This patient continues to be 
ambulant and carries on his construction busi- 
ness despite his rather severe physical limi- 
tations. 


In summary, a suggested classification of 
the variations of involvement of skeletal 
muscle with sarcoidosis has been presented. 
This involvement varies from asymptomatic 
granulomas found in muscle on random bi- 
opsy to a severe wasting of muscle with exten- 
sive changes seen in the microscopic sections 
in patients who may or may not have clinical 
evidence of systemic involvement. The exten- 
sive involvement involves the muscles of the 
shoulder and pelvic girdles and causes an ex- 
tensive myopathy in these groups of muscles. 
Distal muscles of the limbs appear to be un- 
affected. Steroid therapy appears to be effica- 
cious in these cases, causing an apparent ar- 
rest of the disease process and in some cases 
an apparent improvement in strength. Finally, 
it is apparent that involvement of skeletal 
muscle in the disease process is more wide- 
spread than heretofore appreciated. Since this 
is one form of myopathy which appears to be 
amenable to therapy, and since the manifes- 
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tations of the disease may be confined to 
skeletal muscle alone simulating a primary 
myopathy, it is wise to rule this process out in 
any patient with a so-called “‘progressive mus- 
cular dystrophy.” 
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Discussion (Abstract) 


Dr. Max Michael, Jr., Jacksonville, Fla. Dr. Harvey's 
presentation proposes an orderly and workable classi- 
fication of muscle involvement in sarcoidosis. Further- 
more, it emphasizes the widespread involvement of 
organs seen in this syndrome. The muscle biopsy can 
help as an additional diagnostic tool in patients with 
pulmonary disease or other manifestations which could 
be sarcoidosis for, as far as we know, such muscular 
lesions are not seen in other granulomatous diseases 
such as histoplasmosis and beryllium disease. 

The significant percentage of muscle involvement in 
sarcoidosis is one further shred of evidence against the 
tuberculous etiology of the disease, for muscle lesions 
are rarely if ever found in tuberculosis. The patient 
Dr. Harvey presented in his fifth group raises many 
problems. As he has indicated, this group consists of 
those with “no apparent systemic disease.” In the pa- 
tient under discussion, true, the serum globulin was 
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elevated as were the calcium and phosphatase. One 
does not know whether this patient had had other 
manifestations of the disease in the past or whether 
the muscle disease might be the first manifestation. 
This all points up to the difficulty in diagnosing sar- 
coidosis. Many agents are capable of producing the 
“sarcoid granulomata” and undoubtedly several agents 
can produce the syndrome of sarcoidosis. We could 
easily become engaged in an exercise in nosology, for 
it is becoming apparent that just as there are the dif- 
ferent etiologic agents alluded to, so are there differ- 
ent clinical entities labelled “sarcoidosis” at present. 
I merely point this up to indicate how difficult it is 
to be certain that the patients in Group 5 have the 
systemic disease of sarcoidosis when no other manifes- 
tations are noted. 


There are two questions that I should like to ask 
Dr. Harvey. First, are these granulomas in the muscles 
seen in any other granulomatous diseases? Second, 
would he care to speculate on the mechanism of the 
myopathy as observed? One is struck by the fact that 
many patients who have extensive muscle involvement 
with sarcoidosis remain relatively asymptomatic as far 
as muscles are concerned. 


Dr. Harvey (Closing). In answer to question 1, I 
would say that granulomas are rarely seen in the 
muscles in brucellosis. In some cases of polymyositis 
pseudotubercles are formed. There are, however, no 
Schauman bodies in the giant cells in these situa- 
tions. The second question—it is certainly difficult to 
explain the myopathy seen in this disease. Extensive 
involvement of muscle with granulomas occurs without 
symptoms. In these situations, however, there does not 
appear to be as great a change in the muscle fibers 
themselves—i.e., necrosis hyalinization, vacuolization, 
and sarcolemmal proliferation, as there is in the group 
of individuals with symptoms. Why the changes in the 
muscle fiber occur remains unexplained. As I specu- 
lated above, though this may be due to “disuse 
atrophy” as a result of “unconscious splinting” of 
muscles on the part of the patient to prevent move- 
ment of painful muscles when they are riddled with 
these focal lesions. 
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The Management of Cardiac 
Arrhythmias During Cardiac Surgery’ 


PHILIP HITCHCOCK, M.D., and 


KENNETH K. KEOWN, M.D.,+ Columbia, Mo. 


Lidocaine has been found to be effective in the control of mechanically induced arrhythmias 
as may occur during the course of cardiac surgery. 


CARDIAC ARRHYTHMIAS during cardiac surgery 
have been a major cause of mortality, in- 
creased morbidity and prolongation of the 
operation. Irregularities occur during nearly 
all intracardiac operations. The majority are 
of atrial origin and of little consequence. 
However, certain arrhythmias, largely those of 
ventricular origin, are potentially lethal. 


Immediate recognition of these dangerous 
arrhythmias is of paramount importance. 
They may be identified and recorded electro- 
cardiographically. It is, however, equally pos- 
sible to identify nearly all arrhythmias by in- 
spection of the exposed heart, palpation of 
the pulse or auscultation during deflation of 
the blood pressure cuff. 

Those arrhythmias which cannot be identi- 
fied without electrocardiography are atrial 
parasystole, wandering pacemaker, and an 
atrial ectopic pacemaker close to the sino- 
auricular node. None of these are considered 
of much clinical significance. 

Fortunately, the gravest of irregularities 
occur usually as terminal events in a sequence 
of arrhythmias. One purpose of this paper is 
to differentiate these potentially lethal sequen- 
ces and identify their earlier members. Treat- 
ment during the early phases is usually suc- 
cessful, whereas the management of the termi- 
nal events is not always satisfactory. 

All types of cardiac irregularities can occur 
during cardiac surgery. Thus, arrhythmias 
may be present prior to the induction of anes- 
thesia, induced by drugs such as cyclopropane 
or other anesthetics, norepinephrine and other 


*Read before the Section on Anesthesiology, Southern Medi- 
cal Association, Fifty-Second Annual Meeting, New Orleans, 
La., November 3-6, 1958. 

+From the Anesthesiology Section, Department of Surgery, 
University of Missouri School of Medicine, Columbia, Mo. 
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vasoconstrictors, digitalis and atropine, or 
may be precipitated by surgical procedures. 
The arrhythmias induced by hypoxia, mechan- 
ical stimulation or valvular obstruction are of 
the greatest clinical importance. Recognition 
of the arrhythmia offers, per se, no automatic 
high road to correct therapy. A quick and 
accurate diagnosis of etiology is essential to 
successful management. 


Previously we have had no drug that was 
useful in managing the mechanically induced 
arrhythmias. The description of our experi- 
ences in treating mechanically induced ar- 
rhythmias by the intravenous administration 
of lidocaine is presented herewith. 

All arrhythmias can occur from multiple 
causes. It is useful to list a number which 
usually cause little circulatory disturbance. 
Let it be clearly understood that none can 
be ignored. Sinus arrhythmia, atrial prema- 
ture contractions, wandering pacemaker, the 
Wenckebach phenomenon, atrial ectopic focus, 
atrial flutter and atrial fibrillation, either pre- 
existing or intercurrent during operation, 
usually cause concern only when accompanied 
by excessively rapid ventricular rates. 

It will be noted that in the above list, 
tachycardia and bradycardia are not men- 
tioned. Moderate degrees are permissible, but 
marked alterations of ventricular rate danger- 
ously alter the stroke volume and cardiac out- 
put. The majority of patients selected for car- 
diac surgery have little cardiac reserve. Their 
usual ventricular rates and stroke volumes are 
the best possible circulatory compromise. Any 
marked deviation can only lead to physiologic 
disaster. 


Some serious pre-existing arrhythmias re- 
quire mention. While an occasional prema- 
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ture ventricular contraction (PVC) in the pre- 
operative EKG is allowable, multiple and par- 
ticularly multifocal premature ventricular 
contractions indicate the need to postpone 
operation, for these hearts are prone to failure 
during anesthesia and operation. The same is 
true of most arrhythmias due to over-digitali- 
zation. The over-digitalized ventricle is exces- 
sively irritable. Ventricular tachycardia is 
never tolerable. The patient with complete 
A. V. heart block is especially prone to sud- 
den death during anesthesia and operation. 

Ventricular arrhythmias due to hypoxia are 
quickly lethal unless recognized and treated 
promptly. Whether the hypoxia is due to ob- 
struction of the airway, pulmonary edema, 
anemia, hypotension or occlusion of the cor- 
onary artery does not greatly affect the type 
of arrhythmia produced. The degree of hy- 
poxia is a determinant only of the rate of 
deterioration. 

The arrhythmias due to hypoxia usually 
follow certain definite sequences, which are 
shown in figure 1. The sequence on the left is 
the one usually seen in uncomplicated hy- 
poxia of relatively normal hearts in closed 
chests. This is the single most common mech- 
anism of ventricular asystole. 

The sequence in the middle occurs more 
commonly during cardiac surgery. Coupling is 
not rare in these circumstances and should be 
regarded as an alarm, denoting impending 
disaster. A progressive bradycardia should be 
regarded in the same light. When these occur 
there is yet time to correct the situation before 
the serious rhythms shown below supervene. 


FIG. 1 


SEQUENCES OF HYPOXIC ARRHYTHMIAS 
ATRIAL RHYTHM 


ATRIAL COUPLING 


plus stimulation 


BRADYCARDIA «— oF epinephrine 
NODAL MULTIPLE 
BRADYCARDIA PVC's 
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VENTRICULAR VENTRICULAR PVC's 
BRADYCARDIA TACHYCARDIA 
VENTRICULAR 
ASYSTOLE FIBRILLATION 
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FIG. 2 


SEQUENCES OF MECHANICALLY INDUCED ARRHYTHMIAS 
ATRIAL RHYTHM 


STIMULATION 
CONDUCTION COUPLING BRADYCARDIA 
| 
MULTIPLE VENTRICULAR 
| UNIFOCAL BRADYCARDIA 
| 
MULTIPLE 


MULTIFOCAL 
VENTRICULAR PVCts 


TACHYCARDIA 
VENTRICULAR 


VENTRICULAR 
FIBRILLATION ASYSTOLE 


The mechanism on the right is that which 
may occur when the anoxic heart is injudi- 
ciously stimulated electrically, needled or 
filled with epinephrine or norepinephrine 
solution. These may all be used quite prop- 
erly if they are applied to a heart whose 
anoxia has been corrected before their admin- 
istration. 


Mechanically induced arrhythmias occur 
whenever there is surgical manipulation of 
the heart. Ventricular irregularities are infre- 
quent when operation is confined to the atria, 
but become frequent when manipulation is in 
the right ventricle, still more so in the left 
ventricle and are most common during surgi- 
cal attack on the interventricular septum. 


Figure 2 illustrates some sequences of ar- 
rhythmias due to mechanical causes. The 
bradycardia sequence on the right is rare but 
can occur in the heart especially resistent to 
mechanical stimulation. 

The common mechanisms of grave ventric- 
ular arrhythmias are shown in the middle dia- 
grams. Note again the central position of 
coupling as a sentinal rhythm. Coupling can 
be seen by direct observation of the ventricle 
and felt by the sensitive finger while palpat- 
ing a peripheral artery. 


Treatment and Prevention of Arrhythmias 
With Lidocaine 


Previously it has been necessary to manage 
the mechanically induced cardiac arrhythmias 
by interrupting the operation at frequent in- 
tervals until the pre-existing rhythm and hem- 
odynamic relationships have been restored. In 
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many cases, myocardial irritability is so great 
that long delays are incurred, and in extreme 
cases definitive surgery must be deferred. 
Many drugs have been evaluated and found 
unsatisfactory in these arrhythmias. 


Our interest in lidocaine! was aroused by 
the report of Carden and Steinhaus? on the 
remarkable ability of this drug in large doses 
to prevent ventricular fibrillation in the hypo- 
thermic dog. We have studied the action of 
lidocaine on mechanically induced cardiac 
arrhythmias. This was accomplished by me- 
chanically stimulating the exposed heart of 
the anesthetized, artificially ventilated dog in 
several different ways. Results in all experi- 
ments were essentially similar and showed a 
very marked protection offered by lidocaine 
against the induction of arrhythmias by me- 
chanical stimulation. In figure 3, a single ex- 
ample of these experiments is shown. The 
upper portion shows the arrhythmia induced 
by ventricular compression. In the lower por- 
tion, the same stimulus was repeated after 5 
mg. kg. of lidocaine intravenously. Note that 
on this occasion only three premature ventric- 
ular contractions occur, followed by an atrial 
mechanism. In the first instance the systemic 
blood pressure fell precipitously; in the latter, 
only slightly. The following tracings were 
taken from patients undergoing cardiac sur- 
gerv. We have already indicated the impor- 
tance which we attach to coupling as a sen- 
tinal arrhythmia. Figure 4 shows a bigeminal 
rhythm which was treated with 40 mg. of lido- 
caine intravenously. Normal sinus rhythm was 
restored in less than 2 minutes. In the cases 
where coupling is not due to hypoxia, it can 
be effectively and quickly converted to an 
atrial rhythm with lidocaine. 


1521: Mechanical Stimulation 


542 Mechanical Stimulation 
Dog 36A. 


Lidocaine has served to prevent, convert or 
ameliorate many other arrhythmias of me- 
chanical origin. An outstanding example is 
shown in figure 5. This is a continuous trac- 
ing made during the entire time required for 
a transventricular aortic commissurotomy, be- 
ginning 4 minutes after 50 mg. of lidocaine 
was given intravenously. During this time, the 
dilator was introduced into the left ventricle 
and the aortic valve dilated three times. While 
there are abnormal ventricular complexes on 
this tracing, they are far fewer than are usual- 
ly seen. Especially striking to us was the rapid- 
ity with which these disappeared when the 
instrument was withdrawn from the valve 
ring. In this connection, the incidence of ven- 
tricular fibrillation during aortic commissu- 
rotomy has been reduced by over 50% by pre- 
treatment with intravenous lidocaine. 

The last arrhythmia we wish specifically to 
discuss is ventricular fibrillation. In the labor- 
atory it became obvious that dog hearts treat- 
ed with lidocaine were very resistant to the 
induction of fibrillation or, if already in- 
duced, were more easily defibrillated with 
A.C. countershock than were controls. We 
have therefore extended the use of lidocaine 
to defibrillation in the clinic. Our ordinary 
practice is to use alternating current of 110 
volts, 60 cycles, 6 amperes for 0.1 to 0.2 sec: 
onds for countershock one or two times, pre- 
ceded by effective compression of the ventri- 
cles. If this is not successful we give 50 to 150 
mg. of lidocaine intravenously or directly into 
the left ventricle. On many occasions we have 
been pleased to see that one additional shock 
resulted in defibrillation. In one case, 17 dif- 
ferent A.C. countershocks were ineffective. 
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FIG. 5 
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Transventricular_ Aortic Commissurotomy afler Lidocaine 


Then lidocaine, 50 mg., was injected intra- 
venously. The next shock was immediately 
followed by an effective atrial rhythm. 

We believe, on the basis of both laboratory 
and clinical experience, that we can recognize 
those cases in which lidocaine will be effec- 
tive. They are the ones in which A.C. counter- 
shock is followed by a few seconds of orderly 
contractions, which then degenerate again 
into fibrillation. The hearts which fibrillate 
immediately after countershock have been 
much more difficuit to resuscitate even with 
lidocaine. 


Mechanism of Actions 


We believe that the mechanism of action of 
lidocaine is as a local anesthetic, and that the 
difference between it and other such agents is 
largely quantitative. 


4 + + + 
i 


Lidocaine is a very potent agent in depress- 
ing myocardial irritability, in prolonging con- 
duction time, depolarization time and the 
refractory period. There is relatively little de- 
pression of the pacemaker function of the 
sino-auricular node. In the laboratory, large 
doses of lidocaine greatly alter the first four 
properties listed above with, relatively, much 
less depression and slowing of the sino-auricu- 
lar node. Indeed, we have found complete 
sino-auricular node block very difficult to 
induce. 


An additional factor in the potency of lido- 
caine is its high order of diffusibility or pene- 
tration. Its rapidity of action is probably due 
to its rapid diffusion to, and penetration of 
cell membranes. 


The duration of action of doses of lidocaine 
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of 40 to 80 mg. averages approximately 20 
minutes. We have repeated doses as many as 
6 or 8 times at intervals of 5 to 30 minutes 
without untoward systemic effects. 


Toxic Actions 


Lidocaine, like all local anesthetics, is a 
toxic agent. Its actions in toxic doses are som- 
nolence, cerebral irritation, medullary depres- 
sion, vasodilation and myocardial depression. 
One of the unusual properties of lidocaine is 
the induction of a drowsy or somnolent state 
in the conscious patient. Partly as a result of 
this action and partly by virtue of analgesia, 
it can be used as an adjunct in anesthesia as 
has been shown by Steinhaus.* If intoxication 
becomes more severe, cerebral stimulation 
with apprehension and dysphoria is apparent 
in the unanesthetized patient. This is soon 
followed by typical convulsions. Convulsions 
are rare in anesthetized patients but can be 
produced. Medullary depression with apnea, 
and peripheral vasodilation are produced by 
large doses, as are bradycardia and diminished 
cardiac output. 


In actual practice we have been almost un- 
troubled by these toxic actions in anesthetized 
patients. The anti-arrhythmic doses are much 
smaller than those which have been used for 
analgesia in conscious patients. We have seen 
no convulsions. Our patients are usually ap- 
neic, but have shown no tendency to _pro- 
longed apnea nor inadequate spontaneous 
respiration. Slight bradycardia and hypoten- 
sion have occurred in perhaps 5°% of instan- 
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ces, but we have not needed to treat these 
with vasoconstrictors. 


Discussion 


Over the course of several years, we have 
studied the anti-arrhythmic properties of 
many drugs, both in the laboratory and in the 
clinic. Lidocaine is the only drug studied 
which is truly effective and is the only drug 
we use for this purpose in the clinic. It has 
been used in over 500 cases. 

It is not amiss to mention that while our 
interest in controlling mechanically induced 
arrhythmias has been paramount, lidocaine 
has been used in many instances of arrhyth- 
mias not mechanically induced and has been 
consistently effective. 

This is not, however, to urge its use as a 
panacea. When arrhythmias are due to hy- 
poxia or hypercarbia, the proper treatment is 
to correct the cause and restore oxygen and 
carbon dioxide tensions to normal as quickly 
as possible. Were lidocaine to be effective, it 
would serve only to conceal a highly danger- 
ous situation until it had become catastrophic. 
Let us re-emphasize that the proper manage- 
ment of cardiac arrhythmias consists of recog- 
nition of the arrhythmia, and identification 
and correction of the cause, with the adjunc- 
tive help of lidocaine in properly selected 
cases. 
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A Recent Study of the Results of 
Premarital Serologic Testing in 


a Southern State: 


WILLIAM J. BROWN, M.D., and E. J. SUNKES, D.P.H., Atlanta, Ga. 


Though the incidence of syphilis has diminished remarkably, it continues to appear in the 
population. The serious late manifestations of the disease, after a clinically minor or mild acute 
stage (as interpreted by the patient), makes continued case-finding imperative. 

Premarital blood tests offer one means of discovering the disease in its early years. 


FoUR HUNDRED AND SEVENTY-THREE THOUSAND 
casks of syphilis were reported to the Public 
Health Service in 1940. In that year, 19,000 
persons died as a result of syphilis, among 
whom were 2,500 infants under one year of 
age. Also, 7,000 syphilitic psychotics were ad- 
mitted to mental hospitals in that year. In 
the decade preceding 1940, the public and 
the medical profession were made aware of 
the menace of syphilis. The public was in- 
formed of the extent of the disease, how it 
spread, its late manifestations, and its cure. 
Money was made available for the establish- 
ment of control programs, and states began 
passing legislation’ to aid in the control of the 
venereal diseases. 


Connecticut passed a law in 1935 which re- 
quired that each marriage applicant have a 
blood test for syphilis before the license 
could be issued. Other states in fairly rapid 
succession passed similar laws requiring blood 
tests for syphilis before marriage. By 1941, 24 
states had premarital blood testing laws. By 
1957, with the passage of this type of legis- 
lation in New Mexico, 42 had such laws. 

Over the years in which these laws have 
been in existence in most states, the extent of 
the syphilis problem has changed, and great 
strides have been made in the control of 
syphilis. Because of these advances in the 
control of syphilis, as reflected by trends in 
morbidity, mortality and admissions to men- 
tal hospitals, some health workers are advo- 


*Read before the Section on Public Health, Southern Medi- 
cal Association, Fifty-Second Annual Meeting, New Orleans, 
La., November 3-6, 1958. 


cating a relaxation of certain of the aids in 
syphilis control, such as the laws requiring 
premarital blood testing. But consider what 
has happened to reported morbidity of syph- 
ilis over the past 4 years. In 1955, 122,000 
cases of syphilis in all stages were reported to 
the Public Health Service; in the year ending 
June 30, 1958, 126,000 cases were reported, an 
increase of 4,000 cases. These figures refer to 
cases of syphilis in all stages, and reflect case- 
finding activities which have been fairly level 
for several years. 

Considering only new cases of syphilis— 
ie., reported cases of primary and secondary 
syphilis, in 1948, 68,000 persons having le- 
sions of syphilis were reported, whereas, in 
1955, 6,516 were reported, a decrease of 90 
per cent. But since 1955, the reported number 
of cases of primary and secondary syphilis 
has actually increased. In the fiscal year 1958, 
6,685 cases were reported, an increase of 3 
per cent. Now, an increase of 3% over a 4 
year period is certainly not an alarming in- 
crease, but in light of the regularly occurring 
large decreases in each year preceding 1955, 
the Venereal Disease Program views this 
change in trend of incidence with real con- 
cern. Other indices, such as mortality and 
insanity due to syphilis, are still decreasing. 
But it is expected that such long-range indices 
lag behind the trend of new cases of syphilis, 
since late manifestations occur only after sev- 
eral years. Actually it is feared that the recent 
increase in early syphilis will result in in- 
creases of late manifestations after a few years. 


By passage of premarital testing laws, the 
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three objectives to be attained were: 


1. To find cases of infectious syphilis, and 
through treatment to prevent further spread 
of the disease. 

2. To prevent congenital syphilis. 

3. To find cases of syphilis in the latent 
stages, and through treatment to prevent the 
occurrence of cases of congenital syphilis or 
the onset of the crippling manifestations of 
the disease. 


Because questions regarding the justifica- 
tion of continuing compulsory laws for pre- 
marital blood-testing have been increasing, 
the V.D. Program decided that intensive 
study was indicated in a state with an effec- 
tive venereal disease program. Georgia was 
selected because it was geographically con- 
venient, and because it has a good record sys- 
tem for venereal disease, including a query 
procedure to determine the diagnosis of all 
persons with reactive tests performed in pub- 
lic health laboratories. 


The Study 


This study had as its objective the evalua- 
tion of the case-finding value of premarital 
tests performed between January 1, 1957, and 
June 30, 1957, in public laboratories in Geor- 
gia. Confining the study to public health 
laboratories, of course, limited its scope. How- 
ever, the blood samples of about 85% of 
Georgia residents married during the study 
period were tested in public laboratories and 
were included in this study. 

Private laboratories in Georgia, which per- 
formed about 18,000 premarital tests during 
the study period, do not report premarital 
reactors by name. Therefore, these positive 
reactors could not be included, because the 
study procedure required matching the name 
of each premarital reactor with the morbidity 
case register in the State Health Department. 
Most of the private laboratories are located 
near the borders of Tennessee and Florida, 
and their activity in serologic testing is 
largely confined to nonresident couples from 
other states seeking to avoid the waiting 
period of marriage in their home states. Thus 
it is felt that omission of these cases from the 
study does not seriously affect results of the 
premarital blood-testing laws as related to 
Georgia residents. 


Another deficiency of this study was the 
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necessity of eliminating from consideration 
some 6,000 premarital blood tests performed 
at 48 widely scattered hospitals throughout 
the State. Unfortunately, there was not 
enough time or personnel available to ab. 
stract these records. So, again it should be 
stressed that this study is not based on a com- 
pletely representative sample of all premarital 
tests performed in Georgia, but rather on 
data readily available for study in public 
health laboratories. The public laboratories 
in the study had a reactive rate in the pre- 
marital samples of 3.3%, whereas in the pri- 
vate laboratories and hospital laboratories, 
which were excluded, the reactive rate was 
1.8 and 1.1% respectively. 

The procedure followed was to identify by 
name every person having a reactive pre- 
marital test, between January 1, and June 30, 
1957, in the public health laboratories in 
Georgia, and to match these reactors against 
the central register of syphilis cases in the 
State Health Department to determine 
whether the individual has been diagnosed 
and treated. 

Because the morbidity reports in the State 
Central Registry do not specify the reason 
for coming to a diagnosis, it was assumed 
that if a case report was submitted within 4 
months following a reactive premarital test, 
the premarital test led to the diagnosis of 
syphilis. Any other matched morbidity report 
was not credited to the premarital tests. 

Positive laboratory reports which could not 
be matched to morbidity reports in the State 
Central Registry were checked further in the 
files of local health departments and through 
personal visits to private physicians. This ad- 
ditional follow-up activity greatly increased 
the number of known dispositions of patients, 
although there were still a considerable num- 
ber of unknown dispositions at the comple- 
tion of all checking of files and field investi- 
gation. 


Results 


A total of 26,651 premarital blood slips 
were identified among the files of public lab- 
oratories for the 6 month period under study. 
Of these 26,651, (3.3%) or 879 were reported 
as reactive or weakly reactive. The reactive 
specimens were arranged in alphabetical 
order, and it was found that 65 (7.4%) of 
these were duplicates. Incidentally, the 7.4% 
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TABLE 1 


REACTIVITY IN PREMARITAL TESTING 
PUBLIC LABORATOR 
GEORGIA (JANUARY- SUNE, 1957) 


Number tested 25,586 
Number reactive 530 
Number weakly reactive 284 

Total reactive 814 
Per cent reactive 2.0 
Per cent weakly reactive lL. 


Total per cent reactive | 


duplication was much lower than had always 
been suspected, thus supporting the validity 
of the gross reactivity rate. If the per cent of 
duplication is this small in other states, more 
confidence may be placed in premarital re- 
activity rates as a measure of the extent and 
trend of syphilis. Removing the 65 duplicate 
reactors left 26,586 unduplicated premarital 
tests for study, 814 (3.1%) of which were 
reactive. It should be mentioned that there 
was probably some duplication among the 
negative specimens. However, the negatives 
were not unduplicated because of the clerical 
work involved. To the extent there is dupli- 
cation among negatives, the true yield of case- 
finding efficiency would have been greater. 

Table 1 gives the result of premarital blood 
testing during the 6 month period. The aver- 
age reactivity rate was 3.1 per cent. 

Table 2. Of the 814 reactive specimens, no 
information could be found in the case files 
or by field investigation on 144 (17.7%) of 
the specimens. Differences in names on the 
blood slips and on other records accounted 
for most of the originally unmatched reports 
which were later accounted for in files of 
local health departments or in the records of 
private physicians. Of the 144 dispositions 
which were still unknown after complete in- 
vestigation, about half were instances where 
the physician had no record of the case or 
where the patient did not return to the physi- 
cian after the blood specimen was drawn. 
About one-third of the unknown dispositions 
were instances where the health department 
had no record of the case or where the patient 
did not return to the health department after 
the blood specimen was taken. Another fac- 
tor contributing to the category of unknown 
disposition were circumstances in which 


either the physicians or the patients had 
moved. 


PREMARITAL SEROLOGIC TESTING—Brown and Sunkes 709 


Dispositions were known on 670 of the pre- 
marital reactive specimens (82.3% of all re- 
active specimens). Of the 670 total, 52 were 
diagnosed as not infected, 357 had previous 
adequate treatment, and 6 had been treated 
on an epidemiologic basis. The remaining 
255 were treated, among whom 136 were 
brought to treatment for the first time, and 
119 were returned to treatment. These 255 
cases brought to, or returned to treatment 
represent 1.0% of the total tested. In terms 
of patients brought to treatment per number 
tested, the 1.0% yield may be expressed as 1 
case found per. 100 persons tested. Inciden- 
tally, this ratio is much higher than those 
reported from some other areas having laws 
for premarital blood-testing. This 1.0% figure 
may be considered a minimum, since there 
were probably some additional persons 
brought to treatment among the 144 having 
reactive specimens but with unknown dispo- 
sition. On the other hand, any screening de- 
vice which finds one person needing treat- 
ment per 100 tested is an effective case-find- 
ing technic. This is particularly true for a 
disease with such serious late manifestations 
as syphilis. The 1.0% figure may not seem 
impressive. However, it must be considered 
that the group tested represent a cross section 
of persons from all socio-economic levels of 
society. Although blood-testing is most pro- 
ductive in groups and areas of high preval- 
ence, syphilis does exist in all classes of peo- 
ple and in all geographic regions. It is there- 
fore important that there be some case-find- 
ing mechanism to screen all persons on cer- 
tain occasions, such as marriage, particularly 
in the middle and high socio-economic 
groups, where the index of suspicion is low, 
and among people not usually reached by 
ordinary case-finding programs. 


TABLE 2 


DISPOSITION OF 814 PERSONS REACTIVE TO 
PREMARITAL TESTS FOR SYPHILIS 
GEORGIA (JANUARY-JUNE, 1957) 


Known disposition 


Cases brought to treatment for the first time 136 
Cases returned to treatment 119 
Previous treatment adequate 357 
Not infected 52 
“Epidemiologic treatment” 6 
Total located in case files and through field 

investigation 670 
Unknown dispositions 144 
Total all reactive 814 
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TABLE 3 
DISPOSITION OF 255 PERSONS DIAGNOSED AND 
TREATED FOR SYPHILIS 
GEORGIA (JANUARY-JUNE, 1957) 


Cases Brought to 


Treatment for the Cases Returned Total Cases 
Diagnosis First Time to Treatment Treated 
Primary 8 3 
Secondary 10 10 
Early latent 50 16 66 
Late latent 53 74 127 
Late symptomatic 3 3 6 
Congenital 12 20 32 
State not stated 5 6 11 

Total 136 119 255 


Table 3 gives the diagnosis of the 255 
treated cases. Thirteen of the persons (9.6% 
of 136 patients brought to treatment for the 
first time) were in the infectious stages of the 
disease. The epidemiologic significance of 
these 13 cases is obvious, since the process of 
contact investigation and cluster-testing of 
these infectious premarital cases led to addi- 
tional cases of syphilis being discovered. 
Also, the patients of the 50 early latent cases 
possibly were infectious for a marital partner, 
and definitely might have been infectious to 
offspring. 

Summary 


1. As the result of 26,586 premarital tests 
performed in Georgia during a 6 month 
period in 1957, 814 persons (3.1%) were re- 
active for syphilis. Dispositions indicated that 
255 persons (1.0% of the number tested) 
were placed under treatment for syphilis. 

2. The study was limited to premarital 
tests performed in public health department 
laboratories. 
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Conclusions and Recommendations 


1. Consideration has been given to the an- 
nual volume of cases of syphilis reported in 
the United States, and the recurring annual 
cost of $46,000,000.00 for the hospitalization 
of the syphilitic insane, as well as other eco- 
nomic losses due to disability and premature 
deaths due to syphilis. Therefore, it is recom- 
mended that as long as premarital blood- 
testing results in persons being placed under 
treatment for syphilis, as is indicated in this 
study covering approximately 85% of Georgia 
residents getting married, there is definite in- 
dication for the continuation of premarital 
blood-testing. 

2. Because of gaps in the knowledge of 
many of the dispositions made of persons in 
this study, and because of the great interest 
in the field of venereal disease control con- 
cerning the value, or lack of value of the pre- 
marital blood-testing law, it is recommended 
that a study be designed to evaluate the law 
on a current basis rather than upon the retro- 
spective type of studies done in the past. It is 
recommended that such a study, on a current 
basis, also investigate the value of certain 
beneficial by-products of premarital blood- 
testing laws. These might be an improve- 
ment of procedures for serologic testing 
through control exercised by the State Health 
Department over all laboratories performing 
premarital tests, and the extent to which the 
laws promote premarital counseling and 
physical examination. Certainly, a compre- 
hensive study should be made before any state 
repeals such legislation. 
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Arterialization of the Liver: a New Concept 


of Hepatic Circulation* 


JOHN R. KELSEY, JR., M.D., and 


E. STANLEY CRAWFORD, M.D.,t Houston, Tex. 


The authors speculate upon possible new approaches to the alteration of the 
vascular supply of the liver in cirrhosis of that organ. 


AT THE PRESENT TIME we have no effective 
treatment of cirrhosis of the liver and its com- 
plications. Our situation now is somewhat 
comparable to the treatment of pneumonia 
or typhoid fever before the major break- 
through of the development of effective anti- 
biotics. One can recall all sorts of myths, 
superstitions, and pseudo-scientific witchcraft 
which were employed in the handling of these 
diseases only a few years ago. In looking back 
it is hard to appreciate how we could have 
been often misguided and so ineffective in 
our attempts at treatment. Those days re- 
quired outstanding development in the art 
of medicine to fill in the void created by 
scientific inadequacy. Today one might ob- 
jectively conclude that we are in a similar 
stage of events in the treatment of cirrhosis 
of the liver and its chief complications. We 
are in great need for a break-through that 
would give us a rational basis for treatment, 
and lift us out of the era of multivitamins, 
multiple diets, high protein, low protein, high 
carbohydrate, low sodium, high potassium, 
choline, inositol, etc., all of which at best 
only touch at the periphery of the real prob- 
lem. No really new development in the treat- 
ment of cirrhosis has made its appearance on 
our horizon in the past 15 or 20 years and 
probably will not until we back off and take 
a new approach to the problem. 

As scientific developments take place new 
procedures and technics become available. It 
is imperative to be constantly re-evaluating 
old knowledge in the light of new methods 
and developments to gain a new approach 


*Read before the Section on Gastroenterology, Southern 
Medical Association, Fifty-Second Annual Meeting, New Or- 
leans, La., November 3-6, 1958. 

+From Kelsey and Leary Clinic and the Departments of 


Medicine and Surgery, Baylor University Coll of Medi- 
cine, Houston, Tex. 


TABLE 1 
FACTORS INVOLVED IN PORTAL HYPERTENSION 


Distorted outflow tract 

Loss of porto-hepatic relation 
Distortion of inflow tract 
Hypoproteinemia 

Increased lymph flow 

Other factors—hormonal 


to a problem. Some of the most outstanding 
recent developments have been made in the 
field of vascular surgery, and it is well to re- 
examine for possibilities of treatment our old 
knowledge of the vascular arrangements of 
the liver in light of new technics. 

Several excellent and classical articles re- 
view the vascular anatomy of the liver in the 
normal as well as the diseased states.1* The 
two major complications which lead to the 
patient’s death in cases of cirrhosis of the 
liver, are portal hypertension and hepatic 
parenchymal vascular insufficiency. Factors 
involved in portal hypertension are listed in 
table 1. As a result of the disease process there 
is a reduction in the size, and distortion of 
the three vascular systems, hepatic venous, 
portal venous, and hepatic arterial. The de- 
gree of distortion which occurs in these sys- 
tems appears to be in the order listed. The 
mechanical obstructing factors, plus other fac- 
tors which are less well understood, lead to 
portal hypertension and its complicating 
esophageal varices and ascites. This often 
leads to the patient’s death. 


TABLE 2 
FACTORS LEADING TO HEPATIC INSUFFICIENCY 


Inflow tract obstruction 

Extrahepatic collateral flow 

Intrahepatic shunting 

Vascular suppiy outgrown 

Regenerative nodules sidetrack vascular supply 
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TABLE 3 
SURGICAL CORRECTIVE ATTEMPTS 


Portal venous shunt 
Hepatic artery ligation 
Venous transposition 
Arterial implantation 

. Arteriovenous anastomosis 


As a complication of altered vascular ar- 
rangement in the liver, there develops an 
inadequate blood supply to liver cells and, 
although they have the unique ability of 
rapid regeneration which no other function- 
ing organ of the body possesses, their replace- 
ment is limited by the liver’s vascular sup- 
ply. Factors which contribute to the hepatic 
parenchymal insufficiency are summarized in 
table 2. It is conceivable that this vascular 
insufficiency is not unlike the vascular in- 
sufficiency seen in the myocardium and in 
the cerebrum. Likewise it appears reasonable 
to apply some of the newer concepts employed 
in the treatment of these diseases to that of 
cirrhosis of the liver. 

The concept of altering the vascular dy- 
namics of the liver is actually not a new idea. 
The various approaches to the surgical altera- 
tion of the vascular dynamics is summarized 
in table 3 and figures 1, 2 and 3. The bulk 
of the published literature on this subject 
has dealt with the first two procedures, portal 
to systemic venous shunts to bypass the 
liver,#5 and hepatic arterial ligations* in an 
attempt to improve the passage of portal 
venous blood through the liver. In general, 
there are conflicting opinions regarding the 


FIG. 1 


IMPLANTATION OF SPLENIC ARTERY 
INTO LEFT LOBE OF LIVER 
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FIG. 2 


TRANSPOSITION OF PORTAL VEIN 
AND VENA CAVA 


PORTAL VEIN 


usefulness of these procedures. It is apparent 
that they are largely designed about the treat- 
ment of the complication of portal hyperten- 
sion and do little to correct the vascular in- 
sufficiency to the hepatic parenchyma. In 
fact, it appears that both procedures would 
be likely to reduce the vascular supply to the 
liver. 


The last two procedures, arterial implan- 
tation’? and arteriovenous anastomosis*" are 
newer ideas which are designed to increase 
the blood flow through the liver. The liver 
is a unique organ with two afferent blood 
supplies, one arterial and one venous. By con- 
verting the portal venous blood supply to 
arterial, it is conceivable that blood with a 
higher oxygen tension, and possibly under an 
increased pressure, could be passed through 
the portal capillary bed, increasing the blood 
supply to the hepatic parenchymal cells. This 
could be combined with a portal systemic 
venous shunt to correct some of the problems 
arising from portal hypertension. In theory, 
this sounds like an enticing new approach. 
One serious complication has arisen in the 
establishment of an arteriovenous shunt. Fol- 
lowing the surgical creation of an arterio- 
venous shunt to the hepatic portal system, a 
complicating vasculitis*® has been observed 
in animals. This appears to be related to the 
sudden trauma of increasing the portal pres- 
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FIG. 3 


ARTERIOVENOUS GRAFT FROM AORTA 


TO PORTAL VEIN WITH PORTA-CAVAL SHUNT 


VENA CAVA 


NAORTA 


sure and flow. It would seem that the size of 
the anastomosis may be a critical factor and, 
if a method can be devised to reduce the 
arterial pressure to the level of, or slightly 
above the existing venous pressure, this sur- 
gical by-product might be avoided. The use 
of corticosteroid therapy prophylactically may 
also be of value in preventing an inflamma- 
tory reaction about the damaged vessels. It 
might be possible to “tailor make” a graft to 
create a fistula between the aorta and the 
portal vein which would reduce the arterial 
pressure to the measured portal venous pres- 
sure at the time of operation. 


Another avenue of approach to be con- 
sidered in arterialization is the implantation 
of an artery into the substance of the liver.? 
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As new knowledge and technics of evalua- 
tion of the vascular dynamics of the liver be- 
come available, it would appear that each 
individual case may be evaluated in a man- 
ner somewhat similar to that in which the 
vascular dynamics of the cardio-respiratory 
system is evaluated prior to heart surgery. In 
a similar manner it may become possible to 
identify the specific nature of the vascular 
defect in cirrhosis. The proper method of 
management might conceivably involve a ven- 
ous to systemic shunt, a hepatic artery liga- 
tion, an arteriovenous anastomosis, or a com- 
bination dependent upon the nature of the 
vascular defect. I would like to predict that 
this field of development offers the greatest 
possibilities for advancement today in the 
treatment of cirrhosis and its complications. 
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Practical Applications of Phase- 


Contrast Microscopy in the Hospital 
Labor ator y: With Particular Reference to Its Use 


in Histopathology* 


ROBERT JOSEPH PEACE, M.D.,t Atlanta, Ga. 


The author urges the use of this type of microscopy for certain studies in the hospital laboratory. 


MoRPHOLOGIC PATHOLOGY is notoriously con- 
stricted by convention in ideas, terminology 
and methods—convention that has brought 
about the decline of the specialty to its pres- 
ent low estate. This attitude has contributed 
to the general opinion that pathologic anat- 
omy has reached its fullest development. A 
manifestation of this has been the reluctance 
to accept new physical technics in the study 
of cell and tissue morphology in disease. Phase 
microscopy provides a case in point, for in 18 
years it has found only limited acceptance in 
this country, where it is seldom employed ex- 
cept in cytologic research. It is submitted that 
the average pathologist is yet unaware of 
either the several practical applications of the 
phase microscope in everyday laboratory use, 
or its advantages over the conventional bright- 
field microscope. It is the object of this paper 
not to discuss the basis of phase contrast in 
optical physics, but rather to point out some 
of its useful applications, particularly those 
in histepathology, and, in a critical compari- 
son with brightfield microscopy, to make a 
case for its wider use in routine practice. 


Uses 


The phase microscope has far greater re- 
solving power than the brightfield micro- 
scope, and by its very nature is best suited to 
the examination of very thin transparent ob- 
jects, the optical path of which differs little 
from that of the surrounding field. Rather 


*Read before the Section on Pathology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


+From the Department of Pathology of The Grady Memorial 
Hospital, Atlanta, Ga. 


than differences in density, differences in re- 
fractive indices of the components of the ob- 
ject form the image. Because of this, structural 
details of the object and its surrounding field 
which are invisible with the brightfield micro- 
scope are made visible without resorting to 
biologic staining. Based on these properties, 
the most obvious and successful uses of phase 
contrast in the practice of laboratory medi- 
cine are in examination of sealed wet mounts 
of exudates, blood and body fluids, urine 
and suspensions of fecal material. 


In exfoliative cytology, phase microscopy 
has found its best use in gynecologic applica- 
tions, where it is used as a screening device 
and as an adjunct to routine methods in 
studying cytologic detail. The method has 
the disadvantage that it is necessary to spend 
a great deal of time learning new morpho- 
logic criteria, and even with extensive ex- 
perience it is rarely possible to do more than 
categorize specimens as either benign, sus- 
picious or malignant. 

In hematology, phase microscopy has been 
used to study the morphology of marrow and 
peripheral blood cells in vital preparations. 
Most used to distinguish between cell line- 
ages in leukemias, it has also been used for 
such purposes as the study of abnormal 
erythrocytes in megaloblastic anemias, to 
demonstrate “L. E.” cells in marrow and 
peripheral blood, and most recently in the 
counting of platelets. For this last purpose 
its use seems both crude and perverse, for, 
while admittedly effective for the purpose, 
the method is one not calculated to exploit 
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the physical capabilities of the phase micro- 
scope, and one that really offers little over 
the older brightfield microscope methods. 

In microbiology, phase contrast is used in 
the examination of scrapings and hair for 
mycotic organisms, in the examination of 
scrapings and exudates for spirochaetes and 
protozoan organisms, and in the examination 
of feces for ova and parasites. 

In the clinical microscopy of urine sedi- 
ments and gastroduodenal aspirates, it is the 
best method of demonstrating crystals, casts 
of various sorts, and trichomonads. 


Technics for Histopathologic Study 


Phase microscopy has been rarely used in 
histopathology. In this application it is nec- 
essary to use uniformly thin tissue sections 
mounted on slides of standard 1.15-1.25 mm. 
thickness and covered with the highest qual- 
ity uniform slips of the 0.18 mm. thickness 
for which all phase objectives are corrected. 
Unless cut from tissues fixed in osmium 
tetroxide, unstained sections have inadequate 
contrast and show excessive halation around 
cell margins and tissue outlines. Use of 
conventional combinations of biologic stains 
further reduces contrast and obscures cell 
detail to the point where the best optical 
performance of the system cannot be realized. 
The use of a single stain, for example an 
unfixed frozen section treated with thionine, 
will give sufficient contrast to provide a 
phase image comparable to that of a bright- 
field image, although there may still be ob- 
jectionable halo formation. Recently de- 
veloped staining technics, using textile 
dyes,42 overcome all these difficulties and 
give results in the form of resolution of cell 
detail better than with any other form of 
light microscopy of stained tissues, and com- 
parable with those obtained with unstained 
tissues fixed in osmium tetroxide. In a prac- 
tical sense, phase microscopy may be applied 
to the rapid diagnosis of frozen sections of 
surgical pathologic specimens, to the demon- 
stration of finer cellular detail in fixed and 
imbedded tissues, and as an adjunct in the 
examination of histochemical preparations. 


Fisher,? in a recent review of phase mi- 
croscopy in pathology has suggested its use in 
the diagnosis of frozen sections, and de- 
scribed his experience with it. In my hands 
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it has been useful in that it is quicker and 
provides better nuclear detail than with the 
brightfield. Technically poor preparations 
unusable for brightfield examination are 
often salvable because the pattern is better 
seen and the image formation is less depend- 
ent on staining. Disadvantages are the neces- 
sity of thin sections and the necessity of the 
pathologist spending considerable time fa- 
miliarizing himself with the different ap- 
pearances of tissues. A third possible dis- 
advantage may be in the mechanical con- 
struction of the microscope itself for, un- 
fortunately, the design of most phase micro- 
scopes is such that making rapid adjustments 
and readjustments is awkward when changing 
from one objective lens to another. 

The technical preparation of specimens 
for rapid diagnosis with phase contrast is lit- 
tle different from that of established bright- 
field practice. It is essential to use a frozen 
section microtome capable of cutting sections 
uniformly at 5 microns thickness. Toluidine 
blue or thionine stains are satisfactory, and 
sections are best cleared through xylol and 
mounted in clarite or similar medium. There 
is no advantage here in the preparation of 
hematoxylin and eosin stains. 


For the demonstration of cellular detail in 
imbedded tissues there are methods utilizing 
both specially fixed, unstained tissues, and 
routinely fixed tissues stained with the 
textile dyes. Phase images of tissues fixed 
in osmic acid show maximal cellular detail; 
sections that are sufficiently thin provide 
images that approach those obtainable with 
the electron microscope. Disadvantages of 
this method are those of the fixing agent 
itself: expense, difficulty in handling a toxic 
and almost caustic agent, unsuitability for 
use with fatty tissues, and incompatibility 
with most dyes. Thin slices or punctates of 
tissue are fixed for 8 to 12 hours in 2% 
aqueous solution of osmium tetroxide, de- 
hydrated by usual methods, imbedded and 
cut at less than 5 microns thickness. Special 
ultrathin sections naturally give best de- 
lineation of cell detail. No special methods 
of clearing and mounting are needed. This 
method has so far found its best application 
in the study of renal biopsy tissue.* 


Easier and less expensive methods utilize 
formalin or Zenker-fixed tissues stained with 
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Luxol fast blue or fast scarlet-C. These dyes 
change the refractive index of certain 
cytoplasmic and nuclear structures, increasing 
contrast and making visible nuclear chro- 
matin network, brush borders, mitochondria, 
secretory granules, etc. If sections are at the 
upper limits of acceptable thickness, halo 
formation may be present but is kept to a 
minimum. I have used the scarlet-C method 
and recommend it over phosphotungstic acid 
hematoxylin for the demonstration of cellular 
anatomy, reticulin, elastin, and basement 
membranes. It offers special advantages in 
demonstrating renal lesions such as mem- 
branous glomerulonephritis, chronic lobular 
glomerulonephritis, and degenerative tubular 
changes, hepatic lesions such as hepatocellular 
degeneration, intralobular cholestasis and 
cholangiolitic hepatitis, and pulmonary lesions 
such as interstitial pneumonitis and alveolar 
littoral cell reactions. It is available from the 
E. I. du Pont de Nemours Company for 
experimental use. 

Any standard fixing solution may be used, 
although buffered formalin is preferred for 
convenience. Thin tissue slices are imbedded, 
cut at 5 microns and brought to water, after 
which they are mordanted in 1% aqueous 
tannic acid for 8 to 14 hours. Washed brief- 
ly in tap water, the sections are then passed 
through 70% ethyl alcohol, stained for one 
hour in a 2% solution of the dye in 95% ethyl 
alcohol, cleared in xylol and covered with a 
cover-slip. When visualized with standard 
dark contrast objective lenses and unfiltered 
polychromatic light, the stained detail is grey 
to black against a red to red-pink background. 

Phase microscopy is useful as an adjunct to 
histochemical staining. It may be used in lieu 
of counterstaining to show structure in 
periodic acid-Schiff preparations or elastin 
stains, and it is useful for examination of un- 
stained pilot sections for localization and 
evaluation of lesions. 


Comment 


More than in any other application, much 
of the success of phase microscopy in histo- 
pathology depends on the selection of prop- 
erly adaptable equipment. There are a num- 
ber of different types of microscopes avail- 
able, but so far no manufacturer has pro- 
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duced an instrument adequate for all around 


‘use in both clinical pathology and pathologic 


anatomy. I believe that the demands on the 
instrument are greatest in histopathologic 
use, and its adaptability to that purpose 
should be the deciding factor in selection. 

Centering the phase annulus in the sub- 
stage condenser to the phase ring in the ob- 
jective lens is an awkward procedure usually 
requiring a centering telescope; matching 
annuli with rings in changing from one mag- 
nification to another is tedious. The best 
solution to this problem is to choose a con- 
denser with a turret of individual annuli 
which can be centered to match objective 
lenses and requiring only an initial adjust- 
ment, after which the annulus turret may 
simply be rotated in turn with the lens turret. 
A long working distance condenser is a wise 
choice, since the instrument may then also 
be used for such things as examination of 
tissue culture chambers, etc. The selection of 
objectives is largely a matter of personal 
preference, but for general use the medium 
dark-contrast lenses are best since they give a 
positive image in which cell outlines are 
dark and background is light. Since phase 
contrast is used mostly with unstained speci- 
mens or specimens treated with monochro- 
matic stains, ordinary achromatic lenses are 
adequate and the newly available apochro- 
mats are an unnecessary expense. 


A separate source of polychromatic light 
should be used, and a 100 watt ribbon fila- 
ment bulb controlled by a continuously 
variable rheostat is best. With this light a 
Wratten Nr. 62 green filter is recommended 
for examination of unstained specimens, 
since this permits maximum utilization of the 
optical design and gives best image contrast. 


Summary 


Applications of phase microscopy in the 
hospital laboratory are limited only by the 
pathologist’s imagination and his under- 
standing and capabilities as a microscopist. 
Long used in clinical microscopy, hematology 
and microbiology by Europeans, it has not 
been popular in this country. Recent de- 
velopments in staining technics have extended 
its effectiveness to histopathology, giving 
results better than with routine methods 
using brightfield microscopy. Methods are 
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‘THERE ARE SEVERAL AREAS OF MEDICINE which 
are peculiar to the practice of obstetrics and 
gynecology. These are abortion, adoption, 
artificial insemination, sterilization, and con- 
traception. These subjects, by their very na- 
ture, have demanded legislation that pertains 
to each, individually. The very broad field 
of malpractice or professional liability also 
touches obstetrics and gynecology, but no 
differently than it affects other branches of 
medicine. We shall discuss each of these sub- 
jects, briefly, in relation to law. 


Legal Aspects Peculiar to Obstetrics 
and Gynecology 


Abortion’ is legally defined as the expulsion 
of the fetus at so early a stage of uterogesta- 
tion that it has not acquired the power of 
sustaining an independent life. By statute, 
each of the states has provided that the per- 
formance of an abortion, without therapeutic 
justification, is unlawful. Most states require 
consultation with one other physician. Others 
demand two consultants; others none. That 
such consultation is medically and medico- 
legally desirable needs no elaboration. The 
physician who contemplates performing a 
therapeutic abortion should be familiar with 
the statute in his own jurisdiction. The courts 
are not in accord on the question of whether 
recovery may be had for injury sustained 
from negligence in performing an abortion 
contrary to law. Opinion is that a woman 
cannot recover damages in such a situation 
because her consent to an illegal act is a bar 
to recovery. There have been cases, however, 
where recovery was permitted. This, on the 
theory that consent cannot be lawfully given 
to the performance of an unlawful act. Thus, 
the physician who contemplates the perform- 


*Read before the Section on Obstetrics, Southern Medical As- 
sociation, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


Forensic Medicine as It Pertains to 
Obstetrics and Gynecology* 
JOHN D. GORDINIER, M.D., Louisville, Ky. 


This paper is of interest not only to one group of specialists but, because it touches on many 
things, contains much that may be read with profit by all practicing physicians. 


ance of a therapeutic abortion is well advised 
to obtain appropriate consent, adequate con- 
sultation and maintain adequate records of 
the case. 


Adoption? is the establishment of the re- 
lation of parent and child between parties 
not so related by nature. As adoption is a 
statutory status unknown to common law, 
it can be accomplished only in accordance 
with the statute. Reference is made to this 
topic to emphasize that legal, rather than 
medical advice, is needed as to adoption laws 
and procedure. We who practice obstetrics 
and gynecology are often confronted on the 
one hand with the prospective mother who 
must place her child for adoption, and on 
the other with the childless couple who find 
it impossible to have children of their own. 
There is no doubt that the wise approach 
is to refer both to an agency duly licensed 
to place children for adoption. There are oc- 
casions, however, when we will wish to cir- 
cumvent the time-consuming machinery of the 
licensed agency in our efforts to help, both 
the childless couple and the prospective 
mother. On these occasions, the physician’s 
help should not go beyond recommending to 
each an unquestionably ethical attorney who 
is familiar with adoption procedure. Further, 
to avoid any taint of black market or even 
grey market, the fee for professional services 
should be no more than adequate. 

There is little that can be said with assur- 
ance concerning the medicolegal aspects of 
artificial insemination! Physicians and attor- 
neys alike seek answers to the many questions 
that may arise as a result of the procedure:— 
questions not known to the common law and 
not covered by specific statutory provisions; 
questions relating to legitimacy, to inheri- 
tance, to liability in connection with selection 
of a donor, and others. If the donor is the 
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husband of the woman artificially insemi- 
nated, the ordinary laws relating to profes- 
sional liability would be sufficient. The child, 
if one results, is unquestionably legitimate, 
and if the doctor has used ordinary care and 
skill, he will probably not be liable for dam- 
ages, even though the resulting baby is de- 
fective. When the physician uses semen from 
a donor other than the husband there is a 
possibility that legal complications will de- 
velop. Certainly the physician assumes some 
degree of responsibility as to the suitability 
of a donor. What the law requires of him in 
the way of investigation from the standpoint 
of heredity, present physical condition, and 
whether he will be held liable for errors in 
judgment in vouching for the fitness of the 
proposed donor, cannot be stated with any 
degree of certainty. How far the courts will 
recognize the right of a woman who is to 
be inseminated, or her husband to assume, 
by express contract, the risks of unsatisfac- 
tory results owing to the donor being unfit, 
is also impossible to say. Because criminal 
statutes are strictly construed, it is doubtful 
whether a medical procedure, performed pri- 
vately and with the consent of all concerned, 
violates statutes relating to adultery or rape. 
Others believe that the procedure does con- 
stitute civil adultery, because the child that 
results from extra-marital artificial insemina- 
tion is conceived outside of the marriage re- 
lation and is not a child of a wife and her 
husband. In civil law, it may be doubted that 
a child so conceived would satisfy a require- 
ment of a will or deed, that a beneficiary be 
the “lawful issue of the body,” or “heirs of 
his blood.” It may be questioned for inheri- 
tance purposes whether such a child is the 
grandchild of the paternal grandparents. A 
distinct difference of opinion exists concern- 
ing the legality of extra-marital artificial in- 
semination and the legitimacy of resulting 
children. The extent of a physician’s respon- 
sibility in selecting:a donor and performing 
the operation is uncertain. A physician, be- 
fore undertaking the procedure, will act wisely 
if he advises the husband and wife of the 
legal implications or uncertainties of the op- 
eration as it affects them, and as it may 
affect the child’s legal status. 


Medicolegally speaking, operations to pro- 
duce sterility! are performed for one of three 
reasons,— (1) eugenic, (2) therapeutic, and 
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(3) nontherapeutic. Twenty-nine states have 
enacted legislation that provided for the 
sterilization of the socially inadequate. Gen- 
erally, this legislation designates the classes of 
persons to which it applies,—i.e., (1) feeble- 
minded, (2) epileptic, (3) insane, (4) habitual 
criminals, and (5) moral degenerates. In the 
main, it applies to those enumerated classes 
who are confined in specified institutions. In 
these states physicians, who operate to pro- 
duce sterility under the terms of the law, need 
anticipate neither civil nor criminal liability. 
In states with no statutes for eugenic steriliza- 
tion, the physician’s legal responsibility for 
performing eugenic sterilization is moot. 
Statutes in a number of states, and the weight 
of legal authority support the proposition that 
operations to produce sterility, when done for 
therapeutic reasons, may be lawfully per- 
formed. 


A person of mature years, or the guardian 
of a child may ordinarily give consent to an 
operation on himself or on a child. This right 
to give consent is limited, however, by the 
interest of the state in the welfare of its citi- 
zens. A person cannot submit to, or subject a 
child to an operation which would either 
jeopardize life or prevent the conception of 
future children without an adequate end in 
view. This would be considered against public 
policy. This same public policy underlies laws 
to prevent contraception and criminal abor- 
tion. At least three states, Connecticut, Kansas 
and Utah, have statutes prohibiting steriliza- 
tion, unless it be a medical necessity. The law 
is still not settled, and the question of the 
legal liability of a doctor for the performance 
of an operation to produce sterility in the ab- 
sence of therapeutic necessity, is not clear. 
Suffice it to say that, before proceeding with 
such an operation, written consent should 
be obtained from the patient or his parent, 
and from the spouse of a married patient. 

Trafficing in contraceptives? is not an of- 
fense under common law. The legislature has 
the right to prevent the sale of contraceptives 
to both married and unmarried persons. These 
statutes generally do not forbid the use of 
contraceptives but merely prohibit their 
manufacture and sale. While state laws in 
respect to the use and transmission of con- 
traceptive devices are far from uniform, never- 
theless, except in the states of Connecticut 


and Massachusetts, a physician has the legal 
right to give contraceptive information to his 
patients when, in his opinion, this is indi- 
cated for their health. Since 1937, in some 
eight states, contraceptive or pregnancy spac- 
ing advice may be provided by the county 
health departments as part of their maternal 
and infant health programs. The Supreme 
Court of the United States has twice decided 
that contraceptive articles may have lawful 
uses and that statutes prohibiting them should 
be read as forbidding them only when un- 
lawfully employed. 


Malpractice or Professional Liability 


The degree to which malpractice has be- 
come a problem, not only in obstetrics and 
gynecology, but in all branches of medical 
practice, varies throughout the country. The 
problem is greatest in California, where one 
of every four doctors may expect to be sued 
for malpractice.* South Carolina is the most 
fortunate, where only one out of thirty-three 
will be sued. Obviously, all efforts to reduce 
this occupational hazard are dependent upon 
the doctor knowing exactly what the law ex- 
pects of him with respect to his patient. To 
better understand professional liability laws 
as they stand today, a brief historical back- 
ground will help.t In the earliest known re- 
corded law, the doctor was made to guarantee 
a cure and the penalty for a bad result was in 
the nature of punishment for a crime. At a 
later period the Egyptians developed a differ- 
ent concept. Rules governing the treatment of 
a patient were established by the most learned 
doctors. So long as a physician treated a pa- 
tient according to the rules, he was held 
blameless, regardless of the outcome of this 
treatment. In one respect, this was a depar- 
ture from Babylonian law, which made the 
physician a guarantor. It remained for Roman 
law to record for the first time that legal lia- 
bility rested upon negligent conduct. This 
was an advance to some similarity with mod- 
ern law in requiring proof in fault. With the 
rise of England, came the development of 
common law. Common law is an accumulation 
of court decisions based upon usage and gen- 
eral consent of the people, as opposed to stat- 
ute law which is made up of definite rules, 
absolute and fixed. It was under the common 
law system that, for the first time, there was a 
separation of civil and criminal action. A 
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criminal action is one in which the state is the 
plaintiff and the prosecutor, and the penalties 
are penal, that is, fine or imprisonment. Civil 
action governs the right of an individual to 
recover money damages for a wrong. It was 
only natural that common law became the 
basis of decision in the United States. 


With this background in mind, let us dis- 
cuss the demands of the law, fastened upon 
the doctor, in favor of his patient. For what 
length of time do these demands remain in 
force? What are their requirements, and how 
are they terminated? Generally, the law im- 
poses no duty on one person to actively assist 
in the preservation of the life of another from 
injury, even though the means by which harm 
can be averted are in his possession. To quote, 
“Those duties which are directed merely by 
good morals or by human consideration, are 
not within the domain of the law. Feelings of 
kindliness or sympathy may cause the Good 
Samaritan to minister to the needs of the sick 
and wounded, but the law imposes no such 
obligation and suffering humanity has no 
legal complaint against those who “pass by on 
the other side.” 

Legally, a doctor is at liberty to accept or 
reject anyone as a patient, regardless of the 
circumstances, the urgency, or the necessity 
that professional services be rendered. This is 
true even though no other doctor is available 
and the one seeking services tenders an ade- 
quate fee. Once a doctor-patient relationship 
is established, however, he is under a legal 
obligation to the patient until the relation- 
ship is terminated. 

The first, and most obvious duty is com- 
pliance with the law of license to practice. 

Care and skill. The doctor is bound to be- 
stow such reasonable and ordinary care, skill, 
and diligence, as doctors in good standing in 
the same neighborhood, in the same general 
line of practice, ordinarily have and exercise 
in like cases. The requirement of care and 
skill is incumbent upon the doctor, whether 
his services be supplied as a gratuity or for a 
substantial fee. The law recognizes no differ- 
ence in status. The skill and care required of 
a doctor is not determined by what has here- 
tofore been accepted as proper treatment, but 
by what the ordinarily careful and skillful 
doctor does today. A physician does not dis- 
charge his legal responsibility if he fails to 
keep abreast of the progress of the profession. 
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The place of treatment or community in 
which the physician practices is an important 
element in determining what the standard of 
care and skill should be. While the required 
degree of care and skill is not increased or de- 
creased by the nature of the sickness, there are 
times when the exercise of good judgment 
rquires consultation or assistance. 

Duty to make a diagnosis. One of the most 
common duties of a doctor is to make a diag- 
nosis. If, because of a failure to use the proper 
degree of care and skill, an incorrect diag- 
nosis is made, he may be liable. A doctor does 
not guarantee a correct diagnosis and the law 
does not impose such an obligation upon him. 
Results do not in, and of themselves spell 
negligence. A wrong diagnosis, made after ex- 
hausting all reasonable tests and laboratory 
procedures, is not a cause for legal action. A 
wrong diagnosis, followed by inappropriate 
treatment, even with disastrous results, if not 
due to negligence but to an honest error in 
judgment, is not cause for legal action. 

If a doctor possesses and exercises ordinary 
care and skill in the rendition of professional 
services, he is not liable in damages for an er- 
ror in judgment. When a decision depends on 
the exercise of judgment, the only require- 
ment is that he use his best judgment under 
the circumstances of the case. A doctor is not 
the insurer of the correctness of his judgment. 
However, an error in judgment may be so 
gross as to be inconsistent with the use of 
ordinary care and skill. Under such circum- 
stances the exercise of judgment is no protec- 
tion to the doctor. 


Care and skill in treatment. When only 
one course of treatment is approved by the 
profession, the use of any other course of 
treatment may evidence a lack of ordinary 
care, skill and knowledge. Where there are 
several approved modes of treatment, the doc- 
tor is free to pursue anyone of the approved 
methods, if the one chosen is followed by a 
respectable minority. To quote from a judg- 
ment for the defendant, passed down by the 
court; “Where competent medical authority 
is divided, a physician will not be held re- 
sponsible if in the exercise of his judgment, 
he follows the course of treatment advocated 
by a considerable number of his brethren in 
good standing in the community.” A doctor is 
free to adopt new methods as they are ap- 
proved by the profession. This does not auth- 
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orize the trying of untested experiments on 
patients. Careful and skillful treatment in- 
cludes proper instruction to the patient in re- 
lation to conduct and exercise and use of the 
affected part or member. Agreeing to care for 
a patient, there is no promise or warranty of 
cure or benefit by the doctor. He is not re- 
sponsible in law for want of success, unless it 
be shown to be the result of a lack of care and 
skill in treatment of the case. 


Diligence in treating a patient. Negligence 
in failure to attend and treat a patient at a 
time when the need of treatment is known to 
the doctor, may create a liability for damages. 
A doctor cannot avoid liability for neglecting 
a patient by reason of the fact that he was 
busy or was attending another patient at the 
time. 


Termination of service. In the absence of 
an agreement for limiting services, the doctor 
is under the duty of continuing his services as 
long as the case requires attention; thus a doc- 
tor, who abandons his patient when treat- 
ment is required, is guilty of negligence and 
is liable for such damages as are caused 
thereby. After the doctor-patient relationship 
has been established, it cannot be terminated 
at the mere will of the doctor, but must last 
until treatment is no longer required, or until 
it is dissolved by the assent of both parties, or 
until reasonable notice is given in order that 
the patient may have an opportunity to em- 
ploy another. It can be terminated, at will, by 
the patient, but not so easily by the doctor. 

An alarming change in the application of 
the laws affecting medical malpractice has 
arisen in the past few years. This is an exten- 
sion of the doctrine of “Res Ipsa Loquitur,’® 
literally translated this means “The thing 
speaks for itself.” Basically, the law has re- 
quired that the plaintiff must prove that the 
injury is due to negligence on the part of the 
defendant doctor. This proof must rest upon 
expert medical testimony. When the doctrine 
of Res Ipsa Loquitur applies, generally speak- 
ing it allows the situation to be reversed. The 


. injury is accepted as a fact and assumed to be 


due to negligence. This places the burden 
upon the defendant doctor to prove that he 
was not negligent. 

Heretofore, this doctrine has been limited 
to such cases as burns from x-ray, foreign 
bodies, such as sponges or needles, left in the 
body, injuries to organs or areas not involved 
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in treatment, or injuries while the patient is 
under a general anesthetic. With the exten- 
sion and perversion of this doctrine by some 
courts, the doctor becomes a guarantor of sat- 
isfactory results or cure. This is a burden 
which the law has not heretofore imposed. 

As with most issues there are two sides. 
Briefly, the blame for the more extensive use 
of this doctrine has been laid at the doctors 
doorstep. There are occasional malpractice 
suits which are justified by negligence on the 
doctor’s part. The plaintiff, in bringing suit, 
finds that getting the required expert medical 
testimony is very difficult, if not impossible, 
because doctors as a group are unwilling to 
testify as to the negligence of another doctor. 
This leaves as the only recourse the applica- 
tion of the doctrine of Res Ipsa Loquitur 
which does away with the plaintiff's need for 
medical testimony and shifts the burden of 
proof to the doctor. 


JUNE 1959 


Summary 


In the short time allotted, it has not been 
my purpose to discuss either the cause for the 
increasing number of professional liability 
suits or the means of preventing such claims, 
Rather, I have tried to outline in as exact a 
manner as possible the legal obligation of 
doctor to patient. 

However, in closing, I should like to men- 
tion what is to me the largest and most im- 
portant single item in the prevention of mal- 
practice suits. This is the maintenance of good 
public relations with our patient at all times. 
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A Review of a Supervoltage Program 
Using An Electrostatic Generator 


(Van de Graaff)’ 


JESSHILL LOVE, M.D., WESLEY G. FARNSLEY, M.D., 
HOUSTON HEDGES, M.D., and WALDO DeEVORE, Louisville, Ky. 


There is not much accumulated experience with the use of supervoltage x-ray therapy. 
The authors describe their initial experiences with this type of unit. 


Introduction 


THIS PRESENTATION is intended to be a review 
of patients treated during the first year of a 
supervoltage program, and to show the adapt- 
ability and performance of an electrostatic 
generator. The analysis reveals the type and 
stage of malignant disease that is apt to be 
attracted to a new supervoltage program, and 
some of the technics and applications that 
have been used. The performance of the Van 
de Graaff unit for the first year will be dis- 
cussed; it will be shown that the unit can be 
maintained reasonably when compared with 
its daily potential patient load. Several cases 
will be used to illustrate the advantages of 
this source of x-ray. Similar reports have 
come from other institutions.* super- 
voltage source should be balanced by ortho- 
voltage units. 

The department also has the advantage of 
superficial 100-140 kv., 250 kv., 400 kv. ma- 
chines and 610 mg. of radium in addition to 
the 2 mev. x-ray source. Approximately 950 
new cases are seen each year. There are two 
full-time radiotherapists. One of the four 
radiology residents is on service ai all times, 
spending 6 month rotations to a total of one 
year of the required 3 year program. Several 
student nurses serve one and a half months 
in the department under a full-time registered 
nurse,* participating in a specialized training 
course in the Fundamentals of Cancer Nurs- 
ing, which was initiated by the department. 


*Read before the Section on Radiology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


+From the Department of Radiotherapy, St. Joseph Infir- 
mary, Louisville, Ky. 


*Sponsored by American Cancer Society. 


Regular home calls are part of the nurse’s 
training. Three or four interns serve a regular 
part-time schedule in the department’s Cancer 
Clinic, managing all new cases and giving 
regular weekly assigned dissertations on ma- 
lignant disease. A very active Tumor Board 
reviews all the cases of the Cancer Clinic and 
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The 228 patients treated during the first 8 months are 
shown by anatomic site in the above figure. 
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dictates the type of treatment. The depart- 
ment has both a private and charity service. 
The Cancer Clinic furnishes the nonpay 
teaching cases. All radiation and radium prob- 
lems in the Infirmary are supervised and 
completed by the Department of Radio- 
therapy. 


Analysis of Patients Treated 


From August 1, 1957, to August 1, 1958, 
303 patients were treated with the Van de 
Graaff 2 mev. x-ray unit. The treatment time 
varied from 2 to 8 weeks, depending on the 
type and the location of the disease. Due to 
the short follow-up time involved no attempt 
at statistical analysis will be made. However, 
a survey of the 228 patients treated during 
the first 8 months of operation reveals several 
interesting findings. Figure 1 indicates the 
number of cases treated by anatomic sites. Of 
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a total of 228 patients treated, more than 
one-third had either carcinoma of the lung 
or the cervix. The high incidence of pul- 
monary cases may be due to an unusually 
active chest service at this Infirmary. Patients 
are brought from a wide geographic area for 
both diagnosis and treatment. All patients 
with carcinoma of the lung are treated with 
the Van de Graaff machine. However, only a 
portion of the total number of patients havy- 
ing cervical cancer and admitted to the De- 
partment of Radiotherapy are treated with 
supervoltage. Early lesions, Stage I and II 
“smali” are treated by a standardized 400 ky. 
technic, and are therefore not included in this 
report. 


Table 1 shows a preliminary study of the 
results obtained from treatment given to vari- 
ous sites. All figures are based on a follow-up 
time of one year or less, and may therefore be 


TABLE 1 


LOCATION OF DISEASE AND PRELIMINARY REPORTING. 


ALL CASES ARE OF ONE YEAR OR 


LESS SINCE TREATMENT 


HEAD AND NECK 


No Evidence Living with ; Treated Treated for 
Location of Disease Total of Disease Disease Dead For Cure Palliation 
Brain and spinal cord 8 0 5 3 0 8 
Pituitary 3 3 0 0 0 3 
Para nasal sinuses 6 2 1 8 3 
Thyroid 2 4 0 0 0 z 
Floor of mouth and buccal mucosa 15 3 6 6 4 ll 
Tongue 4 4 2 7 
Palate 3 0 2 1 1 2 
Tonsil 4 3 0 1 3 1 
Hypopharynx 5 2 1 : 2 3 2 
Larynx 9 3 1 6 2 7 
Total 64 18 22 24 18 46 
Percentage 28% 34.5% 37.5% 28% 12% 
CHEST AND ABDOMEN 
Lung 34 2 6 26 0 34 
Thymus 1 1 0 0 1 0 
Esophagus ) 0 1 5 0 6 
Stomach 2 0 0 2 0 2 
Large and small intestine 5 0 4 1 0 5 
Rectum 3 0 1 , 4 0 3 
Breast 13 1 5 7 0 13 
Total 65 4 17 43 1 64 
Percentage 6% 26% 66% 1.5% 98.5% 
GENITOURINARY 
Ovary 12 4 6 1 11 
Uterus 9 2 1 6 4 5 
Cervix 33 10 11 2 18 15 
Vulva 1 0 0 1 0 1 
Kidney $ 0 2 1 1 2 
Bladder 8 1 2 5 2 6 
Testis 2 1 0 1 2 0 
Total 68 16 20 32 28 40 
Percentage 23.5% 29.5% 47% 41% 59% 
LYMPHATICS AND MISCELLANEOUS 
Skin 4 0 2 2 0 4 
Soft tissue 4 1 2 1 0 4 
Lymphoma 17 3 6 8 2 15 
Melanoma 2 1 0 1 0 £ 
Miscellaneous 4 1 1 2 1 3 
Total 31 6 11 14 3 28 
Percentage 19% 32% 46.5% 10% 90% 
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misleading, if compared to published 5 year 
survival rates. This comment applies specif- 
ically to the captioned (NED) “No Evidence 
of Disease.” 

Included in the same charts are columns 
entitled ‘Cure’ and “Palliation.” Patients 
who began treatment with a lesion that was 
within the realm of radiocurability are in- 
cluded under “cure,” whether remote or pos- 
sible. These patients were given a tumor 
lethal dose to all disease bearing areas in an 
appropriate time, and were given full sup- 
portive therapy as indicated. Patients in the 
“palliation” columns are those with far ad- 
vanced lesions, or those who were previously 
treated by another method and developed 
recurrences, or had marked debility and 
could not withstand a course of radical x-ray 
therapy. 

The movement of the ceiling mounted 
generator through an arc of 90 degrees, and 
its “up and down” travel provides a flexible 


FIG. 2 


Lead blocks shape the beam to fit an irregular port to cover 
the primary lesion and its geographic extension. Note the 
conventional head clamp readapted to lock in place on the 
therapy table; a curved extension bar elevates the chin. 
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This port received 6,000 “‘r’’ 18 months before; given in 6 
weeks, using a Co” unit with metal closed end pressure 
cones. It is believed the atrophied hide-bound skin resulted 
from back scatter from the metal cone. 


and usable mode of positioning the patients. 
The difficult problem of irregular fields is 
solved by a plexiglas table supporting lead 
blocks which shape the beam to fit the out- 
lines that encompass the anatomic area of the 
tumor (Fig. 2). The table and the lead blocks 
are 30 cm. from the skin. Thus contamina- 
tion of the surface by electrons as is found in 
the pressure cones of some high voltage irra- 
diators does not exist? (Fig. 

Ports are remarked at intervals and effort 
is made to reduplicate positioning.* The port 
or field coverage is always validated or cor- 
rected by positional films during the first two 
or three treatments. The area is outlined with 
lead wire, or the shaped beam is used to ex- 
pose the film. When possible the tumor area 
is tagged or marked. 


At times the positional films yield a great 
deal more diagnostic information than the 
regular diagnostic radiograph (Fig. 4).7 The 
chest film, particularly, when made with the 
2 mev. beam contrasts the soft tissue tumor 
with air and obliterating atelectases and bone 
detail. The tumor outline and its relation to 
the bronchus is very apparent. Masses in the 
mediastinum are often visible (Fig. 5). An- 
teroposterior projections through the neck 
relate the tumors of the hypopharynx and 
larynx as clearly as a tomograph by virtue of 
the air contrast with the tumor outline. 
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Regular chest film at the top, and a 2 mev.-250 micro amp 6 
foot chest film made for the thoracic service. This was 
thought to be encapsulated empyema; all diagnostic pro- 
cedures were negative for malignancy. 


Three examples of treatment plans’ are of- 
fered to show typical management. 

1. Head and neck lesions. Supervoltage 
radiation has one of its most important uses 
in the treatment of lesions in the posterior 
portion of the oral cavity and hypopharynx.® 
This includes malignancies of the soft palate, 
retromolar trigone, tonsils, pillars, base of 
tongue, pharyngeal walls, pyriform sinus, and 
supraglottic lesions. With conventional ther- 
apy a tumorcidal dose cannot always be given 
without supplementary treatment in the form 
of radium needles or radon seeds. Interstitial 
implantation in this area is quite difficult 
using a combination of these methods. Chance 
for under-treatment is great. With super- 
voltage therapy a simple arrangement of 
fields, occasionally irregular in shape will de- 
liver a lethal dose range with a minimum 
change of geographic miss. In planning the 
therapy for these lesions, the most important 


initial step is determining the anatomic ex. 
tent of the primary lesion. A thorough oral 
examination by mirror is essential, but much 
additional information can be obtained by 
lateral films of the soft tissue and also by lat- 
eral and frontal tomograms.§ A film by the 
therapy beam often shows the location and 
extent of the tumor very clearly. 

The treatment ports are drawn on the pa- 
tient and remarked when faded. Anatomic | 
fields are used which conform to the extent | 
of the lesion. This method has the advantage | 
over that using standard square or rectangu- | 
lar fields in that an excess of normal tissue is 
not exposed to radiation. Many vital areas 
not actually involved by tumor can_ be 
blocked out. This shaping of the field is ac- 
complished by interposing 7 cm. lead blocks 


FIG. 5 


When compared with the regular chest film above, the 2 
mev. 6 foot film shows a remarkable relationship of the 
bronchogenic carcinoma of the left hilum, ,the trachea, and 
mediastinal mass. 
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FIG. 6 


Lead wire laid over skin marks show the area treated. Note 
excellent detail obtained with the therapy beam. The beam 
is shaped to conform with the outline of the lead wire, i.e., 
skin marks. 


in the light beam (Fig. 1); the blocks are 
placed on a plastic plate above the patient. 
After the ports are drawn, localization films 
are taken with the 2 mev. unit with the pa- 
tient in treatment position (Fig. 6). We be- 
lieve the positional film to be of utmost im- 
portance. 

When the fields are decided upon, a con- 
tour of the patient is made and the tumor 
and fields are plotted in the proper position. 
An isodose distribution is then made, the 
minimum and maximum TD. levels deter- 
mined, and the given doses calculated. The 
isodose plan shows the fields to be equally 
weighted, but if the lesion is not centrally 
located, these fields can be weighted 2 to 1, 
or 3 to 1 to shift the distribution around the 
lesion (Fig. 7). 

2. Thoracic lesions. The basic nature of 
these aggressive tumors determines the very 
poor prognosis. With radiation therapy it is 


FIG. 7 
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Isodose distribution of patient shown in figure 6. The ports 


— be weighted to favor the tumor area not in a central 
ea. 
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possible to modify the course of the disease to 
some extent, and frequently relieve secondary 
complaints. Supervoltage will offer only a 
slightly greater modification than conven- 
tional therapy. However, it is accomplished 
with greater ease. Other reports indicate 
similar experience.? This is gained by simple 
field arrangement, the advantage of increased 
depth dose, and diminished skin effect. The 
field arrangement employs two parallel op- 
posing A and P ports (Fig. 8). It may take 
a longer time to deliver equal tumor doses 
than with three or four angled crossfiring 
fields, but there is less lung tissue traversed. 
The usual case is scheduled for approxi- 
mately 7 to 8 weeks to deliver a tumor dose 
in the order of 6,000 “r.” It is not uncommon 
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Typical isodose distribution for a central thoracic lesion. 
Note the sharp fall-off due to lack of penumbra. 
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to read of the same dose being delivered in 5 
weeks. The primary lesion and the mediasti- 
num are included in the same field. Possibly 
a greater degree of palliation might be ob- 
tained if a smaller volume of the mediastinum 
was included and delivered in a_ shorter 
period of time. 

The prognosis of the average patient is so 
poor that damage to the spinal cord has been 
considered a problem. The field arrangement 
does not include large volumes of lung tissue 
but does pass the beam through part of the 


FIG. 9 


om? 


Diagnostic film above, ports drawn on skin outlined with 
lead wire. Film below shows lead wire shadows and correc- 
tions made with wax pencil. Accurate ports are seldom 
procured on the first attempt. 
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Localization film of bronchogenic cancer left upper hilum. 
The film is usually cut into several parts, taped with plastic 
tape, and folded to fit into the therapy folder. 


spinal cord. Pulmonary fibrosis does not occur 
as is expected with the four ports around the 
chest required with conventional voltage. 

In planning treatment in the usual case, 
the extent of the tumor is determined by 
esophagoscopic and bronchoscopic findings, 
standard chest films and often stratograms. 
Preliminary fields are drawn on the patient 
and treatment localization films are made. 
Lead wire or markers indicate or overlie the 
ink marks on the skin. Necessary adjustments 
are made in the skin ports after viewing the 
positional films (Fig. 9). The depth doses are 
then calculated (Figs. 10-13). 

3. Carcinoma cervix. The 2 mev. unit is 
used when treating advanced Stage II and 
III lesions. In Stage I radium is applied using 
the standard Manchester system, and 400 kv. 
external therapy is delivered to the pelvic 
ports through split fields with moderate tumor 
doses to the pelvic walls. However, in the 
more advanced cases greater use is made of 
external radiation and the amount of radium 
is correspondingly reduced. A technic de- 
signed at the M.D. Anderson Hospital® is 
used to deliver a fairly homogenous dose to 
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FIG. 11 


Audiograph of the therapy beam, shaped to include the 
primary and the mediastinum. Same patient shown in figure 
10. 


the pelvis without utilizing midline shield- 
ing. Anterior and posterior opposing fields 
measuring 15 by 15 cm. and lateral opposing 
fields measuring 15 by 9 cm. are employed. A 
total pelvic tumor dose of 1,000 “r’” per week 
is delivered. The tumor dose is aie car- 
ried to 4,000 “r” (Figs. 14 and 15). Occasion- 
ally betsy radiation is given to one side 
of the pelvis if involvement remains after 
the standard course. Initially the patient is 
classified as to stage independently by several 
examiners, and the usual laboratory and 
diagnostic tests obtained. Since the primary 
lesion is included in the field as well as the 
pelvic walls, standard bony landmarks can- 
not be used. The internal movable and 
distensible structures must be related to an 
external reference point. We use a cervical 
localizer described by Fletcher and Calderon.” 


A probe is placed in the vagina with the 
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lead tip at the lowest point of the malignant 
invasion. Through a system of movable arms, 
a vertical pointer rod is lowered to a point on 
the abdominal wall representing the projec- 
tion of the lead tip to the skin. A mark is 
made at this location and the field is drawn 
to include the reference point. The probe is 
locked in place and a positional film is made. 
This is repeated for the posterior and lateral 
fields. A complete isodose distribution need 
not be done on each case. Depth dose tables 
can be used to calculate anteroposterior and 
lateral pelvic diameters. The therapy may be 
weighted 2 to 1 in favor of the anterior and 
posterior fields in order to reduce the radi- 
ation to the femoral head. 


This method may also be used in the 
earlier stages when the primary lesion is so 
large or exophytic that satisfactory arrange- 
ment of the radium is not obtained. The 
disease usually responds rather rapidly, and 
therapy is discontinued when the proper dose 
can be obtained with the radium. The amount 
of radium is reduced proportionately to the 
dose given by external treatment. Therapy is 
given at 100 cm. target skin distance. 


FIG. 12 


mev. post-therapy film of patient in figures 10 and 11 
fhe film was inadvertently reversed in printing). 
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FIG. 13 


Shaped therapy beam used in a case of breast carcinoma 
with metastasis to the right shoulder and left neck and 
supraclavicular space. 


A few patients are placed in better position 
in a rotational chair than on the regular 
treatment table (Figs. 16 and 17). These and 
the rational patients are all treated at a dis- 
tance of 125 cm. target tumor distance, an 
optimum depth dose of 68°, at 10 cm. for a 
100 sq. cm. port is obtained.®:"-12 Simplified 
determination of axis dose by a family of 
curves and nomographs are used for calcula- 
tions at 125 cm. target tumor distance."! 


The Generator and Physical Plant 


Careful planning should precede the in- 
stallation of a 2 million volt Van de Graaff 
generator. Since the amount of protective bar- 
rier increases greatly with supervoltage equip- 
ment, it is not desirable to locate the installa- 
tion merely to minimize the cost of the room. 
The room is often designed with insufficient 
space to accommodate the servicing of the 
generator. The primary wall should be lo- 
cated at least 14 ft. from the supporting 
columns of the generator and the room 
should be at least 16 ft. wide to allow ade- 
quate room for disassembling the column 
when it becomes necessary to replace the belt 
three times a year. Counter space, as well as 
space for storage of spare parts, and auxillary 
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equipment, such as the vacuum pump and 
the supports and hangers for removing the 
column from the tank, must be provided. The 
control room should also include facilities for 
the development of localization films, and 
films exposed to align the beam and light 
localizer. While it is not necessary to observe 
the generator during normal operation, it is 
desirable to have a window of suitable size to 
view the patient during treatment. The small 
window of high density glass is usually 10 x 10 
inches. A window can be made of laminations 
of plate glass!8 equal in thickness to the con- 
crete wall in which it is located. Water en- 
closed within the plate glass space is occa- 
sionally used. 

The Van de Graaff generator uses a me- 
chanical principle to produce the 2 million 
volts by carrying electrons to the high voltage 
terminal via a motor driven belt. Hence, it is 
natural to expect an occasional breakdown; 
and periods of adjustment and maintenance 
are effected as a matter of preventing a break- 
down. This may involve opening the tank 
which is pressurized to 360 psi with a | to 4 
mixture of carbon dioxide and commercial 
nitrogen to provide insulation for the high 
voltage. The procedure to open the tank prior 
to servicing, to replace the gas, and to recon- 
dition the tank after servicing requires sev- 
eral hours. It is difficult to predict any aver- 
age “down-time” for a unit. However, it has 
been shown that the amount of “down-time” 
can be greatly reduced by a rigorous servicing 
and daily conditioning program. The servic- 
ing requires a physicist or engineer whose pri- 
mary responsibility is the maintenance of the 
equipment and not the care of patients, and 
one who has authority to control the opera- 


FIG. 14 


Isodose distribution in the average patient. 
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FIG. 15 


Example case, 30 x 40 cm. weighted 3 to 1 anteroposterior 
against lateral ports. The distribution varies from 80 to 
100% total pelvis. 


tion of the generator. In any event it is usu- 
ally necessary to open the tank, inspect or 
service the generator, pump it down, replace 
gas and then recondition the unit in a 24 
hour period. The usual servicing will require 
2 or 3 days if replacement parts are on hand. 
While many small items are kept on hand as 
spare parts, such things as the x-ray tube, the 
alternator for the emmission circuit in the 
high voltage terminal, and other large and 
more expensive items must be shipped from 
the manufacturer.'* It is usually necessary to 
open the tank at least 3 or 4 times a year. For 
example, it was recently necessary to replace 
the x-ray tube which resulted in the loss of 8 
treatment days. This may occur with ortho- 
voltage x-ray units. During the period of one 
year from October 1, 1957, to October 1, 1958, 
the tank was opened 8 times with a loss of 25 
treatment days. This represents nearly all 
types of major repair to the generator. It is 
not expected that this will be typical for fu- 
ture operation since much has been learned 
during the past months to assure better main- 
tenance for prevention. The total cost of the 
maintenance during this period was approxi- 
mately $8,500, which includes the cost of 
parts and materials and the salary of a part- 
time physicist for maintenance, servicing, and 
calibration. 

A number of excellent papers have been 
written comparing the 2 million volt gen- 
erator and other sources of external radiation 
of the same energy range. It is perhaps un- 
realistic to state that one type of radiation 
source is better than another.® 


The HVL being 7.0 cm. of lead or 12.5 of 
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FIG. 16 


Carcinoma of the mouth placed in position in the rotation 
chair. A round port is used with a 25% wedge filter inter- 
posed to protect the submaxillary space. 


copper, and since the distance from the colli- 
mator to the skin is greater than 40 cm., elec- 
tron contamination is not a problem and no 
filters are needed. Collimation and light 
localization is obtained with two pair of paral- 
lel lead jaws that can provide any rectangular 
field from 1 by 1 cm. to 40 by 40 cm. at 
100 cm. 

The Van de Graaff generator can be a serv- 
ice problem, however, its present output of 
90 “r’” per minute from a tungsten target at 
an FSD of 100 cm. permits a patient load of 
35 to 40 patients per day within an 8 hour 
working period. Such a load is managed with- 
out undue rush by one technician and one 
supervising resident in training, and/or the 
staff radiotherapist. The patient fee is stand- 
ardized on the unit visit basis, set and regu- 
lated by the staff radiotherapist director, and 
is not above the local charges offered for 


FIG. 17 


Lead block arrangement shown to shape the beam for an 
intrathoracic lesion such as the one in figure 
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complicated orthovoltage treatment. It was 
believed the therapy of the 2 mev. range 
should be available to the average patient 
relying on the insurance programs (which 
could be vastly improved) of this locality. 

At the beginning of the program there was 
a distinct tendency to put everything on the 
Van de Graaff service. Lesions that would do 
just as well with 250 kv. therapy and “the 
walking tumor culture” were relegated to the 
supervoltage. It was soon learned after the 
initial influx of patients referred to the de- 
partment primarily for 2 mev. treatment that 
a careful selection of the energy range to suit 
the malignancy should be made, and _ that 
proper medical and chemotherapy care for 
the terminal patient yielded better care and 
comfort. 


At the present time there are 26 Van de 
Graaff generators in use in this country for 
medical purposes and 5 overseas. Of this num- 
ber 17 are of the newer type having sealed off 
permanently evacuated accelerator tubes. A 
survey indicates an average maintenance of 
$5,500 per year including tube and belt re- 
placement. 

It is interesting to point out that a cobalt- 
60 irradiator of equal intensity at 100 cm. 
ASD would require about 8,000 curies. This 
source would cost $30-40,000 and the machine 
to house the source would cost about $40, 
000.00. 


Conclusions 


1. When treatment is given for a cure, we 
have been able to “get in” the necessary 
tumor dose with a minimum of discomfort 
and trauma to the patient. Skin reaction is no 
longer a deciding factor in dosage. (Investi- 
gation of a moderate skin reaction revealed a 
sheet had been placed over the port.) 

2. Cases on the borderline between cure 
and palliation may be treated for cure. These 
would have otherwise gone for palliation 
with orthovoltage due to problems of dosi- 
metry. It is here, perhaps more than in other 
instances, that a distinct difference in sur- 
vival may be obtained with supervoltage.'® 

3. Palliation has been made much easier 
both for the patient and the therapist. We 
feel that an increased degree of worthwhile 
control of the tumor has been obtained, be- 
cause of the minimum sequelae. Areas pre- 
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viously radiated by a 250 kv. method may be 
re-treated without extensive skin damage. 


4. In spite of the flexibility of the Van de 
Graaff unit in the treatment of various lesions, 
the other energy ranges are still in extensive 
use and probably are superior in certain in- 
stances. The 400 kv. unit (HVL) is also used 
on many Stage I and Stage II “small” carci- 
nomas of the cervix, and by means of a split 
six field technic, we feel that an optimum 
tumor dose and tissue distribution may be 
obtained. 


The 250 kv. unit (HVL 1.5 or 3.0 cm.) is 
used in almost all postoperative cases of 
breast cancer, and probably is the modality 
of choice in the treatment of superficial 
lymph nodes, unless they are unusually bulky. 

5. Careful selection of patients should be 
practiced when a supervoltage program is 
launched. Confusion is likely to develop re- 
garding the objective of therapy for an at- 
tempt to cure or for palliation. 


6. A supervoltage x-ray source offers the 
advantage of a small focal spot and a high in- 
tensity beam. The excellent quality is not 
comparable to the cobalt-60 energy level. The 
advantage of an increased target skin-distance 
with a greater output at the increased dis- 
tance offers a clean isodose distribution with- 
out penumbra of slightly greater depth dose 
(1. e.). 

7. An analysis of patients is intended to 
show the type of advanced disease that is at- 
tracted by a new supervoltage source, and is 
not intended to show a “‘cure rate.” 
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FACTS ABOUT OUR NEXT CONVENTION CITY 


The Atlanta Public School System includes 99 elementary, 18 senior, 2 vocational, 
7 special, and 4 night schools with an enrollment of 108,000; the Fulton County System 
has 41 elementary and 10 high schools with an enrollment of 24,040; DeKalb County 
has 44 elementary and 11 senior high schools with an enrollment of 36,667; Decatur 
has 9 elementary and 2 high schools with an enrollment of 4,154. The enrollment of 
the 29 colleges and institutions of higher learning is over 20,000. 

Have you marked your calendar for the days Monday through Thursday, Novem- 
ber 16-19, 1959? If not, do so now. That is when Southern Medical Association will 


have its Annual Meeting. 
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Hypoglycemosis in Childhood’ 


JOHN R. PAUL, JR., M.D.,t Charleston, S. C. 


Hypoglycemia in childhood has its serious implications in terms of cerebral degenerative changes. 
The several types of disease must be kept in mind to offer the proper therapeutic attack. 


TurouGHour Lire the body requires a con- 
tinuous fuel supply. The requirement of the 
cerebrum for sugar is greater than that of all 
other tissues,—after infancy. Therefore, the 
first and most serious manifestations of 
hypoglycemia are those of malfunction of this 
organ. Complex systems are concerned in 
maintaining a dynamic balance (called 
homeostasis) of glucose in the extracellular 
fluids. Impairment of the function of any 
of these systems may result in imbalance. The 
diagnosis in patients having recurrent attacks 
of hypoglycemia involves a complex study. 
Patients having such attacks are referred to 
as cases of hypoglycemosis. 

Rappoport! states, “In the ranks of emo- 
tionally disturbed children, there are some 
unhappy, ill-behaved, or maladjusted chil- 
dren requiring not guidance, but more sugar.” 

Differences in individual tolerance for 
hypoglycemia, as regards the degree of lower- 
ing of the blood glucose, as well as the length 
of time that hypoglycemia persists are well 
known. Perhaps the most important factor 
as a trigger for hypoglycemic symptoms is the 
rate of fall of the sugar level. Symptoms 
range from irritability through disorientation, 
associated with sweating, flushing, palpita- 
tion, and fear of impending disaster, to 
various stages of drowsiness and loss of con- 
sciousness, with or without tetanic or convul- 
sive contractions of muscles. Attacks usually 
end spontaneously, or with appropriate 
treatment with dramatic suddenness, leaving 
the patient alert and oriented. The episodes 
are never typical of grand mal attacks, but 
since they are preceded rather than followed 
by drowsiness, they have been said to resemble 
grand mal in reverse. Muscle contractions 
may not occur or may be only a small part 


*Read before the Section on Pediatrics, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


+From the Department of Pediatrics, Medical College of 
South Carolina, Charleston, S. C. 
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of the episode. Hypoglycemic attacks closeiy 
resemble, and may easily be confused with 
temporal lobe or uncinate fits. 


Recurrent seizures is one of the most fre- 
quent causes for referral of children. In such 
patients the diagnostic study must be de- 
signed to exclude those causes for seizures 
that may produce brain damage, and espe- 
cially those that may not respond to anti- 
convulsants and may be made worse by them, 
but which might be controlled by different 
means. Hypoglycemosis and hypercapnia are 
the most important of these conditions. That 
hypoglycemia causes convulsions is generally 
recognized, and for this reason a fasting blood 
sugar determination should be a_ routine 
order in all patients of pediatric age under- 
going a standard study for epilepsy. A normal 
fasting blood sugar is not a reliable method 
of excluding hypoglycemosis. In most pa- 
tients with hypoglycemosis from any cause 
that we have seen, a normal blood sugar on 
the morning specimen is the rule.: The diag- 
nosis in these cases is made because of the 
typical history of the episode which, as men- 
tioned above, does not come on _ suddenly 
without warning as in ordinary grand mal; 
it occurs most commonly in the early morn- 
ing following an episode of vomiting, and is 
preceded by a period of drowsiness or actual 
coma. With such a history appropriate tests 
can be devised which will bring out the 
diagnostic finding of a pathologically low 
blood sugar level under controlled conditions, 
and will also give a clue to the treatment 
most likely to be of benefit. 

Before giving a biochemical classification 
of hypoglycemosis I wish to mention two 
special categories, namely: hypoglycemia of 
the neonatal period, and what McQuarrie? 
has called idiopathic familial hypoglycemosis 
of infancy. Very low levels of blood sugar 
are actually normal in infants during the 
first week of life. At this time in life the 
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requirement for sugar for the cerebrum is 
quite low. Cases of seizures in this period 
have been attributed to transient hypogly- 
cemia below the low levels considered normal. 
In extremely rare instances, hypoglycemia 
has been associated with severe unrelenting 
convulsions beginning at about 2 or 3 days 
of age and continuing for several weeks or 
months. Treatment has been only partly 
successful despite large doses of steroids com- 
bined with subtotal pancreatectomy. 


The second group is quite controversial, 
but accepted though not fully understood by 
most authorities. McQuarrie? has reported a 
group of infants who have a familial tendency 
to hypoglycemia during the first 2 or 3 years, 
who appear to recover spontaneously after 
several months from the hypoglycemosis, but 
are often left with residual brain damage if 
untreated during the vulnerable months. 
Most patients of this group respond to very 
small quantities of ACTH and would appear 
to represent cases of transient primary 
hypopituitarism. 


Classification 


This paper is really concerned with 
hypoglycemic reactions in young children, 
beyond the period of infancy. The classifi- 
cation which follows is neither original nor 
necessarily complete. Opinion among au- 
thorities is divided as to the concept of 
functional hypoglycemosis. Functional cases 
have not been clearly characterized by most 
authorities in patients of pediatric age, 
though the first case I will present seems to 
be representative of this group. Hypoglycemia, 
whether functional or organic, must result 
from one or more of three fundamental 
causes: 


(1) The first class of patients having 
hypoglycemia are those who have excessive 
insulin (or hyperinsulinism). 

Insulin acts by stimulating the phosphory- 
lation of plasma glucose within the cell mem- 
branes. (This activity is catalyzed by the 
enzyme hexokinase among others.) Hypogly- 
cemia results as this occurs and as tissues take 
up sugar from the circulation. (Parentheti- 
cally, without insulin plasma glucose cannot 
be utilized by the cells and diabetes results.) 

Stimulation of the islets to secrete insulin 
is under the influence of a parasympathetic 
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center in the hypothalamus. This is thought to 
act on the islets through the right vagus 
nerve, although a humoral intermediary may 
be the instrument. This center is normally 
stimulated by hyperglycemia and_ thus 
through this neuro-humoral axis excessive 
blood sugar levels provide the stimulus for 
the homeostatic counteraction. 

Three mechanisms that may cause hyper- 
insulinism are listed as follow: 


(a) Central. Abnormal stimulation — of 
the hypothalamic center may be the result of 
functional or organic disease of related brain 
centers. (Tranquilizers have been given to 
suppress such a stimulus without benefit.) 
Chronic islet stimulation by such mecha- 
nisms has been postulated as a cause of actual 
pathologic hyperplasia of islets. Incidentally, 
hyperplasia of islets may result from other 
ill-defined causes. For example it is seen in 
certain infants dying of erythroblastosis. 

(b) Pancreatic. Benign or malignant 
tumors of islet cells are so rare in childhood 
as not to warrant consideration. Such tumors 
do occur in adults and must be considered in 
hypoglycemosis beyond adolescence. 

(c) Jatrogenic. Instances of permanent 
brain damage in poorly controlled diabetics 
who develop hypoglycemic convulsions are 
not common. Such cases tragically do occur. 
These cases are mentioned to call attention 
to their occurrence and as a_ warning. 
(Patients with hypoglycemosis due to hyper- 
insulinism are affected less than normal in- 
dividuals by injected insulin, as if they had 
built up a tolerance for insulin. Hypogly- 
cemia occurs in these people after a fast, 
post-prandially, or after strenuous exercise.) 

(2) The second class of conditions causing 
hypoglycemia in childhood is lack of insulin 
antagonists. 

Just as the body has a regulator which 
works to counteract hyperglycemia, so also 
there is a regulator under the influence of 
another hypothalamic center (actually very 
near its opposite) which responds to hypogly- 
cemia by stimulating the pituitary to secrete 
adrenocorticotropic hormone (ACTH), thyro- 
tropic hormone and growth hormone. The 
first two of these act through their respective 
target glands, the adrenal cortex and the 
thyroid. Growth hormone acts directly on 
the tissues. 
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Patients who lack normal insulin antago- 
nists are said to have unresponsiveness to 
hypoglycemia. In contrast to patients with 
hyperinsulinism, these patients are extremely 
sensitive to minute doses of crystalline in- 
sulin. Hypoglycemosis due to this mechanism 
is the most common cause of hypoglycemic 
convulsions in our clinic. Examples of this 
classification are cases of hypopituitarism, 
either idiopathic or the result of pituitary 
disease, cases of hypothalamic injury or tu- 
mor, and cases of primary lack of thyroid or 
adrenal function. McQuarrie has also de- 
scribed the absence of alpha cells in islets 
and postulates, although others have not 
confirmed his observation, a lack of glucagon 
in such instances as a possible cause. As noted 
above, such cases may be self-limited or 
permanent and are of many clinical varieties. 

(3) The final mechanism for production 
of hypoglycemia is failure of the liver. This 
organ stores sugar in the form of glycogen. 
Glycogen is released as available glucose 
under the influence of epinephrine and by 
the action of a group of glycolytic enzymes. 
The liver is also the main site for the con- 
version of protein and fat to glucose and 
glycogen (gluconeogenesis), also under the 
stimulus of epinephrine. Lack of gluconeo- 
genesis may be of hepatic, pancreatic (gluco- 
gen), or adrenal origin. 

The functions of the liver may be destroyed 
by cirrhosis, poison, infection, or neoplastic 
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FIG. 2 


replacement. There may also be a specific 
lack of the glycolytic enzyme, which breaks 
down glucose-6-phosphate to glucose. This 
is the basic defect in the common form of 
disease of glycogen storage. Glycogen will 
also be absent in starvation. Lack of glycogen 
stores is thought to occur in patients with 
severe renal glycosuria. Such patients also 
usually have associated liver disease. Failure 
of glycolysis and release of sugar following 
the injection of epinephrine (epinephrine- 
glucose test) is diagnostic of the absence of 
available hepatic stores of glycogen. 

Chronic failure of hepatic function (either 
acquired or congenital) may render the body 
unable to respond to demands for sugar and 
under conditions of fasting may lead to 
hypoglycemosis. 


Illustrative Cases 


Three children with hypoglycemosis_ will 
be presented. The first is thought to be 
functional, and thus represents the big head- 
ing of hyperinsulinism. The second is one 
of panhypopituitarism and _ illustrates hypo- 
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FIG. 3 
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glycemic unresponsiveness. The third is a 
case of Von Gierke’s disease and is typical of 
hypoglycemia due to hepatic failure. 


Case 1. (Functional Hypoglycemia) A 3 year old 
Indian boy came from a broken home and a very trau- 
matic environment. Ten seizures have occurred during 
the past vear. All attacks have come on before break- 
fast, after a light supper, or no supper. Seizures last 
4 or more hours. The patient bites his tongue and is 
incontinent. All seizures have been terminated by LV. 
fluids. He developed a typical seizure in our outpatient 
clinic after an 18 hour fast. Blood sugar drawn during 
this attack was found to be 43 mg. per 100 cc. Fasting 
blood sugars were 80, 77, and 73 on three occasions in 
the hospital. Glucose tolerance, insulin tolerance, and 
epinephrine glucose tests were all normal (Fig. 1). 


Case 2. The second patient is a 4 year old white 
boy who was seen in Aug., 1958, with the complaint 
that he had had 5 episodes during the preceding year 
(Fig. 2). Attacks always occur in the morning, begin- 
ning with vomiting and abdominal pain. The patient 
later becomes drowsy, irritable and weak. His eyes are 
noted to roll and cross. Later he develops involuntary 
twitching, sometimes confined to the eyes and mouth, 
but frequently spreading to involve the upper extremi- 
ties, then the lower, in a typical tonic, clonic seizure. 
The child is incontinent during attacks, foams at the 
mouth, and bites his tongue. Attacks often continue 
from 2 to 4 hours. Following the seizures the child 
appears perfectly well. The child has had anticonvul- 
sant medication for several months without benefit. 
The past history is not remarkable except for ques- 
tionably delayed growth. 


Examination was negative except that the child had 
the expected height and weight of a 2 year old, rather 
than measurements expected for his age of 4 years. It 
was also noted that the testes, which are in the scro- 
tum, are unusually small. Electroencephalographic, 
ophthalmologic, and psychometric evaluations were 
within normal limits. (During a hypoglycemic attack 
he developed a transient generalized dysrhythmia.) 
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FIG. 4 
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Renal and cardiac functions were normal. His protein- 
bound-iodine was 2.7 micrograms—a cretinoid level in 
a noncretin. The insulin tolerance test was diagnostic 
(Fig. 3). After 3 days on ACTH a second insulin toler- 
ance test gave normal results. 

Our diagnosis is unresponsiveness to hypoglycemia 
because of lack of insulin antagonists previously out- 
lined. ACTH is being given in small dosage as replace- 
ment therapy, and the patient remains asymptomatic 
to the present time. 

Case 3. A 24% year old white girl has Von Gierke’s 
disease (Fig. 4). While she has had no convulsions, she 
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has been quite a behavior problem. Actually she had 
a fasting blood sugar of 50 mg. per 100 cc. She also 
had a severe metabolic acidosis due to the fact that 
most of her energy is derived from combustion of fats 
and amino acids rather than glucose. The test of in- 
terest in this case was the epinephrine glucose test 
(Fig. 5). The blood sugar did not rise immediately as 
in the two previous cases, indicating inability of the 
liver to release glucose from glycogen stores. The fact 
that there was a very gradual progressive slow rise of 
blood sugar indicates that she does have a minimal 
amount of glucose-6-phosphatase. Since the blood sugar 
reaches a level of only 110 mg. per 100 cc. in 2 hours, 
and since this is not a hyperglycemic level, the hypo 
thalamic center is not stimulated to cause the islets 
to secrete insulin and, therefore, not only is the nor- 
mal sudden rise absent, but also the characteristic sharp 
drop that usually follows this peak is also absent. 


This child has been put on a diet consisting almost 
entirely of protein. The theory is that there will not 
be enough glucose in her diet to produce post-prandial 
hyperglycemia, and therefore she will not develop 
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post-prandial and starvation hypoglycemia. Since being 
on this regimen for about a year, her mother reports 
that not only is her growth and development much 
improved, but she has no more of the severe behavior 
problem that, in retrospect, we feel sure was due to 
frequent symptomatic hypoglycemosis. 


Summary 


Hypoglycemosis in childhood been 
delineated. The symptomatology has been 
described. A classification which we find 
useful has been presented. Three cases rep- 
resentative of the three important categories 
in childhood have been presented. 


References 


1. Nelson, Waldo E.: Textbook of Pediatrics. Philadelphia, 
W. B. Saunders Co., 1954. 

McQuarrie, I.: Spontaneous Hypoglycemia: Clinical and 

Metabolic Studies, in Symposium on Clinical and Bio- 

chemical Aspects of Carbohydrate Metabolism. Baltimore, 

Johns Hopkins University Press, 1952, p. 76. 


n 


> 
\ 
ig 
= 
t, 
* 


NE 1959 


ce being 
reports 
much 
yehavior 
due to 


been 
been 
e find 
es rep- 
egories 


ladelphia, 


nical and 
and Bio- 
Baltimore, 


The Family Doctor and Industrial 


Medicine: 


ALBERT S. DIX, M.D., Mobile, Ala. 


The overlapping of objectives in family practice and in industrial medicine are well outlined. 
The special attitudes and duties of the physician in industry are underlined for the family 


physician who would do more of such work. 


BoTH FAMILY PRACTICE and industrial practice 
are in a stage of crystallization, as is shown by 
the recent progress toward accrediting occu- 
pational medical services in industry and cur- 
rent moves to define family practice as a 
specialty with the establishment of a Board. 


Industrial medicine and family practice are 
both special aspects of general practice, and 
physicians primarily interested in either of 
these fields have much in common. Both fields 
are supported by the medical and surgical 
specialties, without which neither the family 
doctor nor the industrial physician could ful- 
fill his purpose. Foremost among the special- 
ists who provide the basic support to indus- 
trial practice are the 347 physicians who have 
demonstrated their qualifications and have 
attained recognition by the new American 
Board of Occupational Medicine, a sub- 
specialty in Preventive Medicine.1 For the past 
12 years, 250 physicians, devoting full time to 
industrial practice, have been organized for 
their common interests in the American Acad- 
emy of Occupational Medicine. These pio- 
neers in industrial medicine have been instru- 
mental in making an automobile factory and 
a steel plant safer places for a man to be than 
at home or on the street.? Principles of pre- 
ventive medicine and epidemiology formerly 
limited to the control of communicable dis- 
eases have now been extended to study the 
relationship of coronary disease to occupa- 
tion.8 

Misunderstandings of the past between 
physicians in private practice and industrial 
physicians have largely disappeared. Physi- 
cians who are informed as to the purpose and 
scope of industrial medical programs recog- 

“Read before the Section on Industrial Medicine and Surgery, 
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New Orleans, La., November 3-6, 1958. 


739 


nize the importance of this specialty.* 

The patient, however, is one individual, 
and the responsibility for his health and wel- 
fare cannot be divided into compartments and 
assigned separately to various agencies. If his 
disability results from occupation he is called 
an “industrial case.” If he suffers disease not 
related to employment he is a “private case.” 
His ability to work is affected in both in- 
stances. He takes to work with him the effects 
of physical and psychologic trauma received 
at home, and brings home the tensions and 
injuries received at work. The family doctor 
and the industrial physician then have a 
common responsibilty for the whole individ- 
ual. Industrial physicians and family doctors 
have a great deal in common, but the main 
thing they have in common is the patient. 

We may ask the question, “Who practices 
Industrial Medicine?” One survey made re- 
cently reports that about 80% of all doctors 
examine patients for industry or treat illnesses 
or injuries resulting from employment. Most 
of this industrial practice is carried on in the 
doctor’s office. A survey of members of the 
American Academy of General Practice 
showed that over 90% handled some indus- 
trial cases.6 Among those with a special inter- 
est in industrial medicine are the members of 
the Industrial Medical Association now num- 
bering about 3,300 members; and the AMA 
Directory lists 5,300 doctors with special in- 
terest in industrial medicine. Again, the 
American Academy of General Practice re- 
ports that 20% of its entire membership, or 
about 4,800 doctors devote special attention 
to industrial medicine. These 4,800 doctors 
belong to an association of family doctors. 
The conclusion we might draw from these 
statistics is that many physicians practicing 


industrial medicine are in general practice 
and are either family doctors or closely associ- 
ated with family doctors in their professional 
relationships. 

Doctors in general practice usually do not 
select either the source of patient or the type 
of case. The general practitioner accepts 
“regulars, emergencies and strays.’’ He has a 
tremendous turnover in his practice, and it is 
impossible for him to have detailed informa- 
tion about the home environment and occu- 
pational problems relating to all these pa- 
tients. However, if he has a genuine interest 
in family practice, there are those faithful 
and devoted patients who know him as their 
family doctor. It is his relationship to this 
group of patients with which we are now con- 
cerned. The family doctor accepts consider- 
able responsibility for all the health problems 
of the family, both preventive and curative. 
He is concerned with prenatal care, safe de- 
livery, neonatal nutrition, the growth and de- 
velopment of the children, their immuniza- 
tions against disease, their protection against 
accidents and poisonings. He is concerned 
with the emotional health of the family, the 
habits of parents that contribute or detract 
from its welfare, and the education of the 
family in matters pertaining to health. It is 
only reasonable then that the family doctor is 
concerned with the breadwinner whether at 
home or at work, his safety and protection 
against illness and injury which would not 
only affect him but the whole family. The 
true family doctor is concerned with all that 
affects the health of the members of his 
families. 


This interest in the health of the family 
does not presuppose, however, that the family 
doctor undertakes to render all the medical 
care either preventive or curative that may be 
indicated. Since he has the interest of his pa- 
tients at heart and primary in his purpose, he 
would be foolish to attempt their medical 
supervision and care single-handed. In our 
cities, and now in many of the smaller com- 
munities, there are ample facilities and per- 
sonnel available for almost any form of diag- 
nosis or treatment. The family doctor’s job is 
to know what his patients need, to know 
where this need can be met, and to see to it 
that his patients receive the best medical care 
available. He should discourage his patients 
from treatment at the hands of anyone whom 
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he feels lacks competence and integrity, and, 
if possible, instill in his patients the confi- 
dence which permits him to help them decide 
whether he is to render the care to them per- 
sonally or they are to receive it elsewhere, 
either under his guidance or upon his referral. 

There must not then be a wall or an “iron 
curtain” behind which the breadwinner dis- 
appears each day when he goes to work. It is 
possible for the family doctor to have a record 
of the place of employment of each of his 
regular patients. He can know in each in- 
stance whether there is either a part-time or 
full-time industrial physician, and the types 
of services rendered by the industrial medical 
plan. He can have a record of the types of in- 
surance provided by this place of employ- 
ment, what it provides, and how much free- 
dom of choice it permits in selection of the 
physician; he can thus determine in each 
instance what is in the best interest of the 
patient. 

The newer industrial medical programs are 
primarily preventive in nature.? Beginning 
with a placement examination, they follow 
the health of the individual at work through 
health education, medical counseling and 
guidance, attention to the effect of the work 
environment on employee health, early dis- 
ease detection, referral to the family physi- 
cian for definitive treatment, and follow-up 
of the man on the job. They bring to the 
employee an effective form of health super- 
vision and guidance that works closely and 
well with the family physician. Such develop- 
ments in industry have the sanction of organ- 
ized medicine and are entirely in keeping 
with the code of ethics of the American medi- 
cal profession. 


Last year the House of Delegates of the 
American Medical Association officially en- 
dorsed a statement outlining the scope, objec- 
tives, and functions of occupational health 
programs. 

It is refreshing that, with notable excep- 
tions, industrial management believes that 
normal medical expenses have a definite place 
in the normal living budget.? A spokesman 
for industry has stated that just as an indi- 
vidual accepts responsibility to pay for his 
recreation, his new car and his television set, 
he should accept certain expenses for medical 
care. The patient should be a participant, and 
the best individual medical care results from 
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private practice with free choice of physician. 
The government has obligation for public 
health but individual care is a private matter, 
and all the government can do with control 
is detract from the quality of service. Another 
spokesman for industry has stated that, ‘free 
medical care has been abused wherever it has 
been tried, and results in a deterioration of 
medical service.”® On the other hand the an- 
nual report of the United Mine Workers 
Welfare Fund frankly states that it has been 
able to save almost a million and a half dol- 
lars by elimination of arrangements for free 
choice of physician, charging that the free 
choice of physicians may have created un- 
necessary doctor bills and prolonged hospital- 
ization.® 

We are reminded of the story of Esau sell- 
ing to Jacob his birthright for a mess of pot- 
tage. With about one million miners and 
their dependents covered by the Fund, each 
apparently sold, for $1.40, the right to name 
his own physician. For less than he can earn 
in 30 minutes the miner was willing to let 
someone else plan his health care program.1° 
We are all familiar with the veteran, the in- 
dustrial worker and even the free clinic pa- 
tient who consults the family doctor and is 
willing to pay for “that something extra” 
which he thinks will help him get well. Per- 
haps it is just reassurance, or an explanation 
to the patient or family, but he considers it 
important enough to pay for it. 

In most communities the family doctor is 
the industrial physician, and he handles the 
bulk of the industrial medical practice. 
More than two-thirds of all industrial injuries 
occur in businesses with fewer than 100 
workers. Small businesses are thus paying 
most of the estimated national annual cost of 
two and one-half billion dollars for occupa- 
tional injuries. Whereas General Electric Co. 
has spent millions of dollars for safety devices, 
and boasts that its employees are five times 
safer at work than outside, this cannot be said 
of many smaller plants.? Here lies the real 
opportunity for the family doctor. If general 
practitioners are to fulfill their role as family 
doctors, they must assume their responsibili- 
ties for preventive medicine, safety, hygiene, 
and rehabilitation programs in industry. We 
have all been asked by patients to get their 
blood pressure down so they may pass physical 
examinations for employment, and thus we 
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become partners in deceiving the industrial 
examiner. We know of diabetics who are so 
well controlled that their diabetes will not be 
found on examination. I was told of a railroad 
engineer who consulted a private physician 
for headache and was found to have cerebral 
aneurysm. Although he was advised by his 
physician to request a transfer to a job which 
did not involve the safety of others, he refused 
and went back to work. This physician did 
not accept responsibility for reporting his 
finding to the railroad or to its medical per- 
sonnel. To complete the story, the aneurysm 
ruptured and the train was wrecked. Family 
doctors must accept such responsibility and 
must discover ethical means for collaboration 
with their colleagues in industry. 

Our principles of medical ethics state that, 
“A physician may not reveal the confidences 
entrusted to him in the course of medical at- 
tendance, or the deficiencies he may observe in 
the character of patients, unless he is required 
to do so by law or unless it becomes necessary 
in order to protect the welfare of the indi- 
vidual or of the community. Before he deter- 
mines his course, the physician should know 
the civil law of his state concerning privileged 
communications.”!2 The best way appears to 
be for the physician to persuade his patient 
to be honest and above board with his em- 
ployer and in his relations to others. 


The family doctor has equal interest in oc- 
cupational illness and injury resulting to 
housewives and high school football players 
as he has in that resulting from employment. 
The main difference to him revolves around 
the question of responsibility for care under 
the Workman’s Compensation Laws. Just as 
individual medical care is accepted by most 
thoughtful Americans as a private matter, so 
injury and illness resulting directly from em- 
ployment is accepted as a responsibility of the 
employer. While in many instances the in- 
jured worker is given freedom of choice of his 
physician, in most cases the employer either 
directly or through his insurance representa- 
tive feels obligated to select carefully the phy- 
sician who will carry on the treatment. By 
such selection the employer is better satisfied 
with the quality of treatment, and is assured 
of prompt and efficient completion of reports 
and insurance forms. Many family doctors 
seem to resent the paper work involved in in- 
dustrial insurance cases, and their reports 


742 SOUTHERN MEDICAL JOURNAL 


sometimes lack promptness and completeness. 
This probably is an important factor in guid- 
ing management in its selection of doctors 
who handle compensation cases. The family 
doctor who does industrial medicine must ac- 
cept his responsibilities for these reports 
cheerfully and execute them promptly and 
efficiently. 

It is well known that the vast majority of 
the employed population work in establish- 
ments too small to have either a full-time or 
part-time physician, and hence are denied the 
protective health service which is essential to 
occupational health.13 Some of these plants 
have nurses, but they have little or no direc- 
tion by a physician. Many of these establish- 
ments have arrangements with private 
physicians to treat accidents, and some ar- 
range for pre-employment and periodic physi- 
cal examinations. These services are good but 
they are not enough. It has been pointed out 
that half of the workers who visit industrial 
dispensaries for advice about health problems 
have no demonstrable organic basis for their 
complaints, and it is estimated that emotional 
disorders account for one-third of the total 
disability rate of employees.14 We all know 
how alcoholism affects the man on or off the 
job. 


The basic medical needs for workers are the 
same whether they are employed in a large or 
small plant.!® It is just as important for the 
home-town butcher to be protected against 
anthrax and undulant fever as the 200 
butchers working in an abattoir. It is just as 
important for the men sandblasting a stone 
church on the corner to be protected against 
silicosis as for thousands of workers who drill 
the tunnels under our rivers and mountains. 
The mechanic in the three-man garage needs 
a periodic examination just as much as the 
mechanic employed by Chrysler Corporation, 
which made more than 300,000 physical exam- 
inations in five years, including chest x-ray 
films and uncovered over 3,000 cases of pul- 
monary disease. 

We family doctors talk about periodic 
health examinations, but have been lax in 
doing them. We talk about immunizing fami- 
lies against tetanus, polio and influenza, but 
have no organized plan to insure its being 
done. Industry has taken a lead in emphasiz- 
ing the need for preventive medicine, not 
only for the sake of the industry but for the 
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sake of the individual. This is attested to by 
the recent report of 231 employees at the man- 
agement level, who underwent periodic ex- 
aminations at the Mayo Clinic.1® This was 
done, not primarily for the safety of the plant 
but as a service to the executives. Why did 
not these executives have their examinations 
done by their private physicians? 

In the industrial set-up, no distinction is 
made between employees who have family 
physicians and those who do not." Periodic 
examinations by industrial physicians have 
disclosed that few employees regularly under- 
go similar examinations by private physicians. 
In fact, in some areas, it is found that the ma- 
jority of employees do not even have family 
physicians. 

Follow-up of patients with special health 
problems, such as diabetes and hypertension 
should be practiced both by the family doctor 
and the industrial physician. In general, in- 
dustrial practices are better organized than 
family practices. It need not be so. A planned 
reminder system can be put into operation to 
promote periodic physical examinations, im- 
munizations, and special follow-up of patients 
needing continued supervision. All family doc- 
tors offer these services, many even advise 
them. A few go so far as to urge them. The 
industrial set-up has one advantage. It can 
require them. 

In conclusion, let me list what I consider 
fifteen qualifications for a good family doctor 
who treats working people: 

1. Graduate of an accredited medical school 
and licensed in his state. 


2. At least one year internship in an ac- 
credited hospital. 


3. Experience in general practice. 

4. Have a general knowledge of industrial 
relations, regarding employment, housing, 
recreation, education and employees’ benefit 
plans. 

5. Be able to do physical examinations with 
evaluation of physical and mental fitness for 
employment. 


6. Have a knowledge of toxicology as it ap- 
plies to his patients and their jobs. 

7. Have a knowledge of sanitation and pre- 
ventive medicine. 

8. Know how to diagnose and treat occu- 
pational diseases. 


: 
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9. Must be competent in diagnosis and 
treatment of all traumatic cases which he 
handles. 

10. Must be interested in follow-up and re- 
habilitation. 

11. Must know Workman’s Compensation 
laws. 

12. Must have knowledge of the use of rec- 
ords and statistical methods. 


13. Must have an unbiased viewpoint to- 
ward industry, and a_ confidence-inspiring 
personality. 

14. His first duty must always be to the 
patient. 

15. He must like people. 

I have listed these qualifications of a good 
family doctor, but I obtained the list from 
Shook,18 and entitled “Specifications for an 
Industrial Medical Director.” Thus one can 
draw the conclusion that the Family Medical 
Director and the Industrial Medical Director 
have similar qualifications and similar goals. 
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V. C. BAIRD, M.D.,+ Houston, Tex. 


‘THE RELATIONSHIP OF THE PHYSICIAN in private 
practice to his patients, most of whom are 
employed, may be one of the most important 
single factors in influencing employee effi- 
ciency and emotional problems in industry. I 
propose to define first industry; then mental 
health; and then show how these relate to 
many of the health problems that develop in 
connection with the worker and his job. It is 
to the family physician that the patient first 
turns with his complaints. I have taken the 
privilege of quoting a number of authorities 
in mental health and related fields so the 
various aspects of this problem may be 
emphasized. 


As defined by Webster, industry is, “any 
department or branch of art, occupation or 
business, especially one which employs much 
labor and capital and is a distinct branch of 
trade.”” This includes all persons who work, 
and may be assumed to be everyone, except 
those too young and those too old. Industry 
justifies its existence by performing a useful 
service to society. Specifically, it performs 
services, produces goods, and provides oppor- 
tunities of work for people and for capital. 
Under our American system of free enterprise 
any industry to be successful must operate at 
a profit. 

In a speech on the role of medicine in in- 
dustry, Frank W. Abrams, former Chairman 
of the Board of Directors of Standard Oil 
Company (N. J.) stated: 

“It seems to us that the organization which develops 
and maintains a healthier, more vigorous personnel is 
automatically achieving at least two highly important 
competitive advantages. In the first place, such an or- 
ganization is apt to get the first choice of the best 
people in any community in which it operates. In the 
second place, it is far less likely to have explosive 
human relations troubles.” 


It has been said by representatives of man- 
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+Chief Physician, Humble Oil & Refining Company. 


Employee Efficiency and Emotional 
Problems of Workers in Industry* 


agement that the greatest asset of any com- 
pany or industry is its employees. This being 
true, the mental health of the individual be- 
comes one of the most important factors in 
productivity and, therefore, the success of any 
business enterprise. 


Some of the characteristics of people with 
good mental health, as described by the Na- 
tional Association for Mental Health, are: 

1. They feel comfortable about themselves. 

2. They feel right about other people. 


3. They are able to meet the demands of 
life. 


Karl Menninger, in his book “The Human 
Mind,” gives the following definition: 

“Let us define mental health as the adjustment of 
human beings to the world and to each other with a 
maximum of effectiveness and happiness. Not just ef- 
ficiency, or just contentment, or the grace of obeying 
the rules of the game cheerfully; it is all of these to- 
gether. It is the ability to maintain an even temper, 
an alert intelligence, socially considerate behavior, and 
a happy disposition.” 

In considering the relationship of an in- 
dividual to his job, it is important to recog- 
nize two separate influences. First are the 
basic mental and emotional assets that are a 
part of him and his personality when he 
comes to the job. Second is the effect of the 
work situation on him as a person. Davidson, 
of Columbia University College of Physicians 
and Surgeons, in an article on “The Concept 
of Psychiatric Disability,” says: 

“Mental health is not measured by earning capacity 
but by happiness capacity. Social integration is a prime 
measure of mental health. Social integration is the 
ability to establish effective inter-personal relations. 
Contrariwise, poor contact with other human beings is 
an index of emotional illness. A person may have lost 
the ability to reach out to others, to use social oppor- 
tunities, to carry responsibilities or to enjoy life. These 
are real disabilities.” 

Cruickshank,2 Medical Director, The Bell 
Telephone Company of Canada, in an article, 
“Mental Hygiene,” reports: 


“With each advancing year it is realized that more 
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and more symptom complexes formerly considered to 
be organic in nature, are explainable on the basis of 
reaction to emotional tension, fear, frustration and in- 
security. These fears and frustrations, in some instan- 
ces, lead to actual breakdown but much more com- 
monly result in translation to physical symptoms which 
may be referable to almost any of the body systems 
and give rise to headaches, dizziness, stomach trouble, 
rapid heart and increased blood pressure, to extreme 
fatigue or even paralysis.” 

A report from the World Health Organiza- 
tion? summarizes this problem as “the adapta- 
tion of work to man and of each man to his 
job.” 

It has been the observation of Ewalt,* Har- 
vard Medical School, in a paper entitled 
“Emotional Problems in Industry,” that: 

“Emotional health problems of employees and man- 
agement cause time and production loss. Properly de- 
signed employee health programs do much to minimize 
emotional disturbances in the personnel of industrial 
organizations by: 

1. Fostering or improving the emotional health of 
all personnel in industry. 

2. Detecting signs of emotional distress among the 
employees. 

3. Establishment of “first aid” for the temporary 
relief of emotional problems in their formative stage. 

4. Make provisions for treatment and rehabilitation 
of those who become mentally ill. 


The physician’s role in all of these prob- 
lems is most effective when he deals directly 
with an individual in the traditional physi- 
cian-patient relationship. This may be with a 
troubled worker, or as a counselor to a super- 
visor. It may be part of a diagnostic work-up, 
or in the role of an advisor to management or 
its employee relations department. 


Henderson,5 Chairman of the Committee of 
Work in Industry of the National Research 
Council, in his Introductory Statement to the 
Report of the Committee, published in 1941, 
stated: 


“In the complex business of living, as in medicine, 
both theory and practice are necessary conditions of 
understanding, and the method of Hippocrates is the 
only one that has ever succeeded widely and generally 
... all this may be summed up in a word: The physi- 
cian must have, first, intimate, habitual, intuitive 
familiarity with things; secondly, systematic knowledge 
= things; and thirdly, a useful way of thinking about 

ings.” 


Ross,* of the University of Cincinnati, in 
his book “Practical Psychiatry for Industrial 
Physicians,” says: 

“There is no question as to whether an industrial 
physician will or will not deal with emotional and 
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social problems and factors. There are only questions 
as to whether he will deal with these effectively or not, 
and whether he will or will not make use of currently 
available attitudes, techniques and knowledge toward 
his more effective dealing with such problems and 
factors.” 

There is an emotional factor in every ill- 
ness. The will to get well may be the differ- 
ence between survival and death in the critical 
stage of a serious illness. Symptoms may be 
produced by the emotions of fear, anxiety, in- 
security, hostility, ambition, frustration, envy 
or resentment. These symptoms may express 
themselves in many ways: a fast pulse, palpita- 
tion of the heart, flushing of the face, a cold 
sweat, a dilation of the pupils. Increased per- 
istalsis, even diarrhea, is a common experience 
known to the lay public. Increased urinary 
output, with frequency of micturition, is an- 
other common evidence of the effect of emo- 
tions on normal physiology. 


Boredom, resentment, frustration and in- 
security can produce fatigue. Typical is the 
office worker who by the end of the office 
day is so exhausted he can hardly move, but 
30 minutes later he feels fine and is full of 
“pep” as he actively participates in a tennis 
match or prepares for a hunting or fishing 
trip. The housewife who gets so “fed up” with 
house work and a kitchen full of dirty dishes 
becomes a new person when she meets her 
friends for a game of bridge or joins a four- 
some on the golf course. 


The signs of poor emotional health in the 
work situation are the presenting complaints 
of many workers who seek medical advice for 
varied somatic symptoms. 


It has been well established (Plummer and 
Hinkle’) that the absentee pattern of an in- 
dividual worker can be identified early in his 
career, and that a small percentage of em- 
ployees lose the most time, have the most acci- 
dents and the greatest number of serious 
operations. Ninety per cent of all accidents to 
workers in industry occur in 5% of the people 
exposed; so, many accidents are not acci- 
dental. Inattention, impulsiveness or aggres- 
siveness of this group make them more sus- 
ceptible to accidents. “Accident proneness” is 
a real challenge to the physician responsible 
for the health of these individuals. 


The cost of absenteeism because of sickness 
to both industry and the worker is of very 
great proportions. Here is an area where an 


alert family doctor can be of real service to 
his patient, if he recognizes the cause of much 
of the time lost from work is in the realm of 
mental health. 


It is a common experience for employers to 
be presented with a request for transfer by 
“problem employees” and to have this request 
supported by a statement that a change of 
work or location is necessary for the health of 
the individual concerned. It behooves all of 
us as physicians to be sure we are not con- 
tributing to failure on the part of our patient 
to do his present job satisfactorily by support- 
ing his request, unless it is justified. 

Gordon,’ Psychiatrist in the Medical De- 
partment of the du Pont Company, proposes 
a philosophy that would encourage manage- 
ment to be strict in requiring each employee 
to perform satisfactorily on his job. He be- 
lieves this is in many cases the most effective 
prevention and treatment for certain problem 
cases. He summarizes his study as follows: 

“1. A psychiatric problem exists in industry which 
involves at least a quarter of the working force. 

2. The emotionally sick employee causes an exces- 
sive number of injuries, absenteeism, and industrial 
and personnel relations problems. This performance 


will usually continue until some action is taken to see 
that it stops. 


3. The emotionally ill employee superficially does 
not differ from the average normal employee except in 
the degree of his individual productivity. 

4. Management and supervision can successfully re- 
habilitate many emotionally sick employees by requir- 
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ing normal performance. The sickest individual seen 
is the one for whom the most has been done.” 


In conclusion, it is my belief that physicians 
have a great responsibility to their patients in 
the field of emotional health. The effective- 
ness of a physician in this respect depends on 
his awareness of the interrelationship of the 
worker to his job, to his fellow workers, to his 
supervisors, and to his security as it relates to 
his job. When any of these situations becomes 
a problem to the employee and affects any of 
his basic life requirements, he may develop 
somatic symptoms and consult his family doc- 
tor for diagnosis and treatment. 


Plato, who recognized many of these prin- 


ciples in his society two hundred years before 
Christ said: 


“For this is the great error of our day; 


That physicians separate the soul from the 
body.” 
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The Problem of Food Allergy: 


WOODS A. HOWARD, M.D., Lakeland, Fla. 


Dietary means offer the best methods of approaching the problem of food allergy. 
Even then it is not a simple diagnostic procedure and requires time and careful analysis. 


Introduction 


TuaT Foops are capable of causing hyper- 
sensitivity reactions is well documented and is 
reaffirmed in the private physician’s office 
almost daily. The role of foods as the pro- 
vocative agent in gastrointestinal allergy is 
axiomatic; its importance in urticaria, angio- 
neurotic edema, atopic dermatitis, migraine, 
allergic purpura and respiratory allergy is 
generally accepted. Food sensitivity is con- 
sidered to be more common in infants and 
young children than sensitivity to inhalants, 
while the reverse is thought to be true in 
adults. Almost every food has been implicated 
as the allergen initiating a hypersensitivity 
reaction, and the clinical manifestations of 
these reactions is protean. It suffices to say, 
foods must be considered as possible offenders 
in any individual exhibiting stigmas of atopy, 
and in many other symptom complexes not 
usually thought to be associated with hyper- 
sensitivity reactions. 


Pathologic Physiology 


The pathologic physiology of food allergy 
is essentially the same as that of inhalant al- 
lergy or any other atopic reaction. 


Allergen (ingested food)4+-Antibody+ Tissue 
H 


cell+-Substance—Atopic Reaction 


Experimental and clinical studies have shown 
that there are two distinct types of allergic 
reactions to foods, namely, the immediate and 
the delayed response. In the former it is felt 
that the whole protein is the actual allergen, 
while in the latter, protein breakdown prod- 
ucts (proteoses, polypeptides and peptone) 
are thought to be responsible for the delayed 
reactions. This hypothesis is borne out clinic- 
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ally by the fact that skin tests to foods are 
often positive in individuals with immediate 
symptoms attributable to foods while they are 
apt to be unreliable and disappointing in 
cases of delayed symptoms from foods. The 
immediate type of sensitivity reaction to food 
poses no particular diagnostic problem in 
clinical allergy as the offending agent is often 
quite obvious to the patient, and he may not 
even bother to consult a physician. It is the 
delayed response to foods with which the in- 
ternist, pediatrician, generalist and allergist 
are concerned. The detection of the offending 
food taxes his patience, perseverance and in- 
genuity. 
Diagnosis 


Allergy has been called the “science of de- 
tection,” and this is best exemplified in the 
search for ingested allergens responsible for 
atopic symptoms. The physician must weigh 
the importance of food or foods as the precip- 
itating or aggravating factor in any hypersen- 
sitivity reaction, and try to discern which food 
or foods is the culprit. In an attempt to ac- 
complish this formidable task he has at his 
disposal a number of diagnostic methods, 
none of which is specific. The first and most 
important method is a complete dietary his- 
tory with meticulous attention to detail. It 
includes the following: 

1. Dietary habits. 


2. Foods known to precipitate or aggra- 
vate symptoms. 

3. Foods known to produce unrelated 
symptoms. 

4. Strong likes and dislikes. 

5. Having the patient go over a list of 
foods with the above factors in mind. 

The diagnostic value of skin tests, both 
scratch and intradermal, as a diagnostic 
method in food allergy is endorsed by many 
and questioned by others. It is employed by 
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most as a gauge of the patient’s constitutional 
atopic make-up, and in determining the type 
of elimination diet to be followed. A positive 
skin reaction to a food does not necessarily 
indicate clinical sensitivity to the reacting 
food. This cannot be overemphasized, and 
the literal interpretation of skin tests is to be 
condemned. The only proof of allergy to foods 
is the repeated precipitation and relief of 
symptoms by the controlled addition and 
withdrawal of particular foods to and from 
the diet. Most atopic individuals will demon- 
strate multiple skin reactions to foods, yet by 
elimination and systematic addition very few 
will actually have clinical symptoms attrib- 
utable to foods. 

The diet diary is particularly useful in the 
individual who has only occasional allergic 
symptoms thought to be caused from ingested 
products. This is a relatively simple proced- 
ure in which the patient records the time and 
type of food ingested for a limited period. 
The diary is helpful in spotting offending 
foods, and also gives the physician a graphic 
record of the patient’s dietary habits. 

The use of elimination diets is the method 
of choice in evaluating possible food allergy 
in the patient with continuous or frequent 
allergic symptoms. It is theoretically unwise 
to use these diets in conjunction with other 
forms of therapy, such as systemic medication, 
or when other factors are suspected of being 
the cause of the symptoms. 

Practically speaking, it is often expedient to 
use these diets in conjunction with other 
diagnostic procedures, such as programs to 
avoid inhalants, or in association with drugs 
aimed at symptomatic relief. The final evalu- 
ation of the results of an elimination diet re- 
quires careful analysis of the entire allergy 
program. Since there are often multiple fac- 
tors involved in the patient with allergic 
symptoms, each of these may require syste- 
matic investigations. 

In choosing an elimination diet, the foods 
showing positive reactions on skin testing 
plus those which a careful history indicts as 
possible offenders may be eliminated for a 3 
week period. Arbitrary lists made up from 
foods statistically shown to be uncommon 
causes of allergic symptoms may be used 
equally well. It must be reiterated that these 
diets should be followed rigidly for only a 
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specified period, usually 2 to 3 weeks. Should 
there be notable clinical improvement in 
symptoms, the omitted foods may be added 
to the list in a systematic manner according 
to the following instructions. 

1. Add one of the foods you have been avoiding to 
your present diet every 4 days. Fruits and vegetables 
can be added by groups, which are separated by dotted 
lines on the diet list. 


2. When trying a food, eat small portions the first 
day and a large portion at least twice a day for the 
next 3 days. 


3. Foods may be added in any order you like, except 
the following, which should be tried after all others 
have been added. 


4. Any food which causes no symptoms within 4 
days of trial may be added to the permitted list. 


5. Any food which causes any symptoms should be 
stopped promptly. Wait until the symptoms caused by 
the food on trial have subsided completely before try- 
ing the next food. The offending food should be 
omitted for 2 months, then tried again. If this causes 
symptoms on the second trial, it should be avoided 
rigidly for at least 2 years. 


6. It is not necessary to try any food you do not like 
or do not want to add to your normal diet. 


7. Keep a record of the effect of each food added. 
No food should be permanently denied to a 
patient unless symptoms occur with its addi- 
tion to the diet on at least three separate 
occasions. 

Provocative diet lists such as Black’s Com- 
mon Food Diet have their place in the diag- 
nosis of food allergy but are merely a “‘back- 
door” approach. Should a provocative diet 
precipitate symptoms, it is presumptive evi- 
dence that the common foods are the prob- 
able allergens while improvement on such a 
diet would point to some other food as the 
offending agent. 

Synthetic foods such as Protolysate and 
Nutramigen may also be used in cases which 
are not solved by the above-mentioned diet 
manipulation. Unfortunately, these prepara- 
tions are not palatable, and it is difficult for 
a patient to ingest them solely for a sufficient 
period of time. 

Recently, Swineford and his group at the 
University of Virginia have used a “rare food 
diet” in cases of suspected food allergy. 


Fruits: dates, plums, apricot, avocado, figs, currants, 
cranberry, persimmon. 


Vegetables: parsnips, salsify, rutabagas, okra, arti- 
choke, endive, pumpkin, eggplant, rhubarb, watercress. 

Meats: turkey, rabbit, anchovy, clams, herring roe, 
quail, duck, pigeon. 

Starches: cornstarch, tapioca, rye (pure), rye (krisp). 
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Beverages: permitted fruit juices, cocoanut milk, root 
beer. 

Miscellaneous: chive, mushroom, sugar, salt, cocoa- 

nut, almond, pistachio, cottonseed oil, butter (melted 
and separated from whey and casein), cream of tartar 
and soda, sorghum. 
This diet represents a slightly different ap- 
proach since the list is comprised of foods 
which are disliked or seldom eaten by the 
average American. This list was formulated 
from the information obtained after careful 
dietary histories were taken in a large series 
of patients. Its use is based on the premise 
that this list eliminates foods commonly in- 
gested while placing the patient on an equally 
nutritious diet. The list includes no food 
which he normally eats more than once a 
month. It is well balanced and is fairly well 
accepted by the average patient. The “rare 
food diet” is particularly useful in patients 
with skin allergies, in those having perennial 
allergic symptoms, and in patients who are 
hospitalized with severe hypersensitivity states 
in whom an adequate food history is not ob- 
tainable and skin testing is not feasible. It is 
also useful in patients with a history of symp- 
toms referable to many foods, in those with 
multiple reactions to foods on skin testing, 
and in the neurotic individual whose dietary 
history is obviously unreliable. Liberal adjust- 
ment of this diet may be necessary to make it 
conform to the individual patient. This is 
done by removing any food from the food 
list which he eats frequently and by adding 
individual foods which are infrequently in- 
gested. Again, it should be emphasized that 
this diet should be followed for a short period 
only, usually 10 to 14 days, after which time 
foods may be added in a systematic manner 
or the patient placed on a full diet as a pro- 
vocative test. 


Treatment 
The treatment of food allergy is principally 
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that of abstinence. Partial or complete elim- 
ination of foods to which the patient has been 
found to be clinically sensitive for a period 
varying from weeks to years may be necessary. 
Food sensitivities are sometimes transient and 
vary quantitatively; therefore, when a basic 
food is involved, the patient should be ad- 
vised to test his sensitivity to that food every 
2 to 3 months. Clinical sensitivity to a par- 
ticular food may return after the patient has 
been free of symptoms for a long period, or 
hypersensitivity to new foods may develop re- 
quiring complete dietary re-evaluation. 


Summary 


In spite of its high incidence and protean 
nature, food allergy remains an enigma. Its 
importance in allergic states must always be 
considered. We have at our disposal no simple 
accurate method of determining the impor- 
tance of foods in a patient exhibiting hyper- 
sensitivity reactions. The skin reactions to 
foods are notoriously inaccurate clinically, 
but are worthwhile doing in most cases of 
suspected food allergy to determine his con- 
stitutional atopic make-up and as an aid in 
determining the type of dietary approach to 
be instituted. The final proof of allergy to 
foods is the repeated precipitation and relief 
of symptoms by controlled addition and with- 
drawal of individual foods to and from the 
diet. 


A somewhat different approach to the 
problem of dietary manipulation is suggested 
in the use of the “rare food diet.” This diet 
eliminates foods which the patient eats daily 
and substitutes equally nutritious foods which 
are seldom eaten. The use of this list has 
proven particularly meritorious as a simple 
screening method in patients with allergic 
symptoms where food cannot be excluded as 
the precipitating or aggravating agent by the 
usual methods employed. 


| 
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GERDA S. LANDMAN, M.D., and 


IN A RECENT PUBLICATION, we discussed the 
treatment of acute pelvic inflammatory 
disease of gonorrheal origin.1 During the 
course of that study, we observed that a fair 
number of infected male contacts were rela- 
tively free of symptoms. This fact has 
been noted by several authors in recent 
literature.2-5 


Clinical Material and Studies 


This report deals with 172 asymptomatic 
male gonorrhea patients seen at the V. D. 
Prevention and Control Center at the District 
of Columbia General Hospital, during a 
period of 16 months, from January, 1957, 
through April, 1958. The term “asympto- 
matic” is used here to indicate that subjective 
discomfort was either nonexistent or so in- 
significant as to be ignored. One hundred and 
sixty-eight male patients were referred by 
their regular sex partners (98 marital), the 
remaining 4 were brought by the mothers 
of female children who had _ contracted 
gonorrheal vulvovaginitis. Diagnoses on the 
mature female informants varied from acute 
gonococcal cervicitis and urethritis to tubo- 
ovarian abscess and peritonitis; some were 
found to have chronic pelvic inflammatory 
disease with acute exacerbation. 

One hundred and twenty-nine male con- 
tacts reported to our clinic within one week, 
another 23 during the second week, and only 
20 men appeared at the clinic 3 to 4 weeks 
after the female informant had started treat- 
ment for her gonorrheal infection. We can- 
not state that all contacts came to the clinic 
“voluntarily,” since we do not know what 
methods of persuasion might have been used 
by the suffering and often irate wife. 


Invariably these men stated that they had 


t+From the Venereal Disease Prevention and Control Center, 
and the Department of a the District of Columbia 
General Hospital, Washington, D. C. 
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Asymptomatic Gonorrhea in the Male 


OTTAVIO GELMI, M.D.,t Washington, D.C. 


There is no satisfactory explanation for the large number of asymptomatic gonorrheal infections 
in patients as described in this study. Several possible explanations are discussed. 


consented to be examined in order to prove 
that “there was nothing wrong with them.” 
On persistent questioning, however, 16 
patients gave a history of minimal dis- 
charge a few weeks or months (?) before, 
which disappeared, supposedly without any 
medication; 2 had noticed frequency during 
the past few weeks, and 5 occasional burning 
on urination. 

Other anamnestic data on these patients 
revealed the following: 59 (39.3%) had re- 
ceived previous treatment for gonorrhea, 
some repeatedly, more than a year ago, 16 
in the past year; in this latter group 3 had 
been treated during the past month. Self- 
treatment with sulfa tablets was admitted by 
4 of the men; 12 other patients had been 
given unknown amounts of oral or parenteral 
antibiotics for nonvenereal infections during 
the past year. 

On all 172 patients films were prepared 
from small amounts of mucopurulent or 
mucus material obtained from the urethra 
without prostatic massage, and in most 
spreads gram-negative intracellular diplococci 
could be demonstrated without difficulty; 
in 8 patients cultures (including fermenta- 
tion) were done in the hospital laboratory. 
In the past few months we have paid in- 
creased attention to the appearance of 
Neisseriae gonorrhoeae in tissue cells, and 
have found them repeatedly in the epithelial 
cells cast off from the columnar lining of the 
urethra. Slides made from 12 patients 
showed only extracellular gram-negative 
diplococci of typical shape, staining qual- 
ity and grouping. It may be argued that in 
these cases we were dealing with other 
Neisseriae. We know, however, that extracel- 
lular gonococci predominate very early in 
the disease, before phagocytosis is complete, 
and again in the subacute and chronic stages. 
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TABLE 1 


AGE DISTRIBUTION OF SYMPTOMATIC AND 
ASYMPTOMATIC GONORRHEAL INFECTIONS IN MALES 


Per Cent 

Total Infections Sympto- Asympto- Asymp- 

AgeGroup Treated matic matic tomatic 

10 - 20 114 98 16 14 

20 - 30 452 361 91 20.1 
30 - 40 175 134 41 23.4 
over 40 65 41 24 36.9 
All Ages 806 634 172 21.3 


Moreover, it is more likely that regular con- 
tacts of women with symptomatic infectious 
gonorrhea would harbor gonococci rather 
than saprophytic Neisseriae. 

During the past 16 months we treated 634 
symptomatic gonorrhea] infections in men 
(28 white and 606 nonwhite), in addition to 
the 172 asymptomatic ones (2 white and 170 
nonwhite), a total of 806 gonorrheal in- 
fections in male patients (30 white and 776 
nonwhite). In 1956, Norgaard® reported that 
10% of all male patients having gonorrhea 
treated during a 2 month period in a venereal 
disease clinic in Aarhus, Denmark, had no 
subjective signs. In our series this figure is 
considerably higher, namely 21.3 per cent. 
These are the factors which may account for 
the unusually high rate: we see about twice 
as many female gonorrhea patients as males, 
since women are referred to us by various 
hospital clinics, including the emergency 
room;! most of the non-paying male patients 
with acute gonococcal urethritis are treated 
by the clinics of the local health depart- 
ment; we should state, too, that we have 
made a special effort to direct suspected male 
contacts to our clinic. 


Asymptomatic gonorrhea in the male does 
not seem to be restricted to any particular 
age group; the youngest in our study was 14, 
the oldest 53 years of age. Proportionately, 
however, there were fewer asymptomatic 
patients in the younger age groups (Table 1). 


Treatment 


Treatment of the male contacts consisted 
in not less than 1.2 mega units of penicillin.* 
Five patients who gave a history of sensitivity 
to penicillin received other antibiotic therapy. 
Retreatment of an asymptomatic carrier de- 


*Tubex injection Bicillin CR (W containing 600,000 
units benzathine penicillin G 
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pended largely on the treatment required by 
his regular sex partner, since advice to ab- 
stain from sexual relations is disregarded by 
the majority of our clinic patients. The male 
was recalled for additional medication only 
when symptoms recurred or persisted in his 
female partner at the time of her monthly, 
postmenstrual check-up. One couple was re- 
treated once, 4 couples twice after monthly 
intervals. Several couples returned for a final 
check-up after 4 or 5 months, even though 
they had no complaints; slides and cultures 
were negative on all these patients. No figures 
are given for these short-term follow-up ob- 
servations, since in some instances therapy 
may have resulted only in “apparent cure.” 


It is common practice to treat venereal 
disease contacts for epidemiologic reasons. 
But once it is established that the contact 
himself is infected, he may lead us to others 
who require treatment and investigation. The 
172 asymptomatic male patients in our study 
named, in addition to the informants, 104 
female contacts; 32 of these were examined 
and treated in our clinic; information on the 
remainder, if adequate, was turned over to 
the local health authorities. Forty-two 
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women in the group of 172 informants named 
55 additional male contacts; 12 of these were 
treated by us for acute gonorrheal urethritis, 
17 had already received treatment elsewhere; 
the fate of the remaining 26 male contacts is 
unknown. 

We should like to give an example to 
illustrate, how the diagnosis of asymptomatic 
gonorrhea in a teen-age boy, followed by 
effective contact tracing, resulted in the treat- 
men of 6 additional patients, ranging in age 
from 14 to 21 (Fig. 1). 


Discussion 


It is not always possible to understand why 
the men, who were infected with gonorrhea, 
presented no symptoms at the time of their 
clinic visit. It has been suggested by a num- 
ber of interested workers, that the incubation 
period of gonorrhea may have undergone a 
change,® or that gonococcal virulence has been 
attenuated by treatment of large population 
groups with sulfa drugs and antibiotics.7 We 
cannot estimate when subcurative amounts of 
antibiotics may have resulted in a subclinical 
course of the disease, or how often reinfection 
with the same “strain” of gonococci may have 
accounted for the lack of subjective signs due 
to mucosal desensitization. We may well 
assume that more than 4 patients had ob- 
tained sulfa drugs at the corner drugstore and 
had accomplished suppression of symptoms 
rather than cure. Some who falsely denied 
other recent contacts, may have actually been 
examined during their incubation period. In 
others, gonococci phagocytosed by fixed tissue 
cells may have been responsible for the 
asymptomatic course of their infection;® these 
men may have developed symptoms at the 
time of a “flare-up,” an occurrence well 
known to urologists of pre-sulfa and _pre- 
penicillin days, and so often blamed on re- 
infection.s One might suspect that in the 
older age group absence of symptoms might 
be due to chronicity brought about years ago 
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by vigorous, nonspecific treatment of their 
Neisserian infection. 

Such speculations, stimulating as they may 
be, have little practical value, especially 
when based in part on notoriously unreliable 
information furnished by patients with ve- 
nereal disease. It is our object to treat infec- 
tion when and where we find it, not to wait 
until symptoms occur, but to prevent spread, 
progression, and recurrence. 


Summary 


A series of 172 male gonorrhea contacts is 
presented, who were free of subjective signs 
at the time of their clinic visit. 

Tabulation of asymptomatic gonorrhea in 
men of different age groups seems to indicate 
that the incidence of latent infection in- 
creases with the age of the patients. 

Treatment, retreatment and evaluation of 
therapeutic results are discussed. 

A group of infected teen-agers and their 
contacts is presented to stress the importance 
of interviewing symptomatic infected women 
in order to find asymptomatic gonorrhea in 
the male. 

Anamnestic data on the male gonorrhea 
carriers are reviewed, and an attempt is made 
to give possible reasons for the subclinical 
course of their infection. 
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CHRONIC PYELONEPHRITIS AND 
THE URETHRAL CATHETER 


The incidence of chronic pyelonephritis 
disclosed at autopsy is between 15 and 20 
per cent. In approximately one-third of these 
cases the disease was an important contribu- 
tory cause of death. In the antemortem clini- 
cal evaluation the diagnosis is not enter- 
tained or even suspected in 70% of the cases. 
The awareness of this situation, the secondary 
devastating effects on the circulatory system, 
the gravity of ultimate renal insufficiency 
and the appreciation that major gaps in our 
knowledge exists has stimulated an intensive 
investigative trend. Studies are directed at the 
pathogenesis, course, and treatment of this 
indolent disease or group of diseases possessing 
the common characteristic of bacterial infec- 
tion with one or more species. 

The means by which the bacteria gain ac- 
cess to the kidney are poorly understood. 
The hematogenous route of invasion from 
peripheral sites of infection has definitely 
been established, but the lymphogenous and 
urogenous pathways continue as attractive but 
unproven possibilities. The sites most com- 
monly incriminated are the lower bowel, the 
respiratory tract, the skin, and the lower 
urinary tract, more particularly the urethra. 

Opinions differ concerning the possible re- 
lationship between catheterization and pyelo- 
nephritis. The experimental introduction of 
organisms into the urinary bladder is not 
followed by infection of the kidney. How- 
ever, bacteria which inhabit the urethra when 
stirred by instrumentation may replace the 
original infecting organism.! Some _ investi- 
gators interested in the study of pyelonephritis 
have vigorously condemned intermittent 
catheterization and more particularly the in- 
dwelling catheter in the urethra as inciting 
bacteremia leading to pyelonephritis. On the 
other hand, many clinicians feel that the 
danger involved is negligible and employ the 
catheter with impunity. 

As applies to all the orifices of the body 
the normal urethra, both male and female, 
contains bacteria. Shackman and Messent,? 
in a study of the flora of the male urethra, 


1. Jackson, G. G., and Grieble, H. G.: Path of 
Renal Infection, A.M.A. Arch. Int. Med. 


report staphylococci, Streptococcus  fecalis, 
diphtheroids, Bacillus coli, Streptococcus viri- 
dans and bacilli of the Proteus group. Some 
of these organisms are the ones most com- 
monly found in cases of pyelonephritis. 
“Urethral chill” secondary to instrumentation 
is an ancient entity well known to urologists. 
Entry of organisms into the urine in patients 
with inlying catheters occurs within one to 
three days. Low grade fever associated with 
the indwelling catheter commonly exists. 
These situations imply migration of bacteria 
through the delicate mucosa of the urethra 
into the blood stream via the cavernous struc- 
ture of the corpus spongiosum. The par- 
enchyma of the kidney might prove a vulner- 
able area for the arrest and development of 
the blood borne flurry of the mechanically 
agitated organisms in the urethra. Marple’s® 
study concerning the danger of catheteriza- 
tion in 100 females revealed that 4 developed 
secondary infection of the urine in the blad- 
der. He also found that where bacteriuria 
antedated catheterization changes in the spe- 
cies involved were common following the in- 
strumentation. However, the presence of 
bacteria in the urine of the bladder should 
not imply that they have contaminated the 
parenchyma of the kidney. Urine was taken 
by aspiration under sterile precautions di- 
rectly through the bladder wall at autopsy in 
100 cases. In 40 instances 100,000 or more 
bacteria per milliliter were cultured, but ac- 
tive pyelonephritis was found in only four- 
teen. Guze and Beeson® compared the re- 
sults in 12 women of cultures of the urine 
from the bladder obtained by aspiration at 
laparotomy with that collected from the same 
patient by catheter shortly following opera- 
tion. In 8 cases no growth was obtained in 
both samples. In 4 cases the aspirated urine 
was sterile, but that collected by catheter 
showed the presence of E. coli in 3 and Pseu- 
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domonas in one. For purposes of culture they 
advocated the collection of “clean voided 
specimens” rather than catheterization. How 
the bacteria normally present in the urethra 
are prevented from contaminating a specimen 
so collected was not discussed. Furthermore, 
even though the specimens collected via 
catheter showed growth in 4 of 12 instances, 
the association with pyelonephritis should not 
be inferred. 


The existence of reflux of urine from blad- 
der into the renal pelvis occurs only where 
there is incompetency of the ureterovesical 
valves. The frequency of the occurrence of 
this phenomenon in normal urinary tracts 
is not known, but the condition is considered 
pathologic and is usually associated with in- 
fravesical obstruction or other disease of the 
bladder. Thus it is probable that only in 
anatomically abnormal urinary tracts are bac- 
teria introduced by the catheter into the 
bladder apt to reach the pelvis of the kidney 
by reflux. If the organisms are successful in 
attaining the cavity of the pelvis of the kid- 
ney, the infection rapidly diffuses throughout 
the parenchyma resulting in pyelonephritis. 


Structural alterations which are amenable 
to surgical modification resulting in rapid 
emptying of urine are frequently associated 
with elimination of infection. This is a well- 
documented experience of the urologic sur- 
geon. The plastic repair of hydronephrosis 
caused by obstruction at the ureteropelvic 
junction is accomplished with the aid of a 
nephrostomy tube placed directly into the 
pelvis of the kidney through the parenchyma. 
In addition, catheters serving as splints are 
left inlying in the ureter. The presence of 
these foreign bodies for an average of 3 to 
6 weeks incites infection in every case. How- 
ever, upon removal of the catheters the in- 
fection disappears if the correction of the 
obstruction has been successful. In instances 
where the indwelling catheter has resulted 
in urethritis and cystitis the infection ordi- 
narily clears upon its removal. The incidence 
of pyelonephritis at autopsy is higher in the 
female than in the male, in spite of the uni- 
versal employment of the indwelling catheter 
for long periods of time as an adjunct to 
surgery on the prostate. Following removal 
of the catheter and complete healing of the 
fossa of the prostate the urine becomes sterile 
when the surgical procedure has been ade- 
quately and properly performed. 
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Most urologists routinely employ the 
catheter to obtain specimens in female pa- 
tients. Rarely does any serious infection re- 
sult and some fault in technic can be traced 
in those instances where acute cystitis de- 
veloped. Attacks of acute pyelonephritis in 
female patients most often occur without a 
previous history of instrumentation of the 
urethra. 

De Navasquez® was unable to produce pye- 
lonephritis in rabbits with anatomically nor- 
mal urinary tracts by the intravenous injec- 
tion of E. coli. However, had the kidney 
been pathologically scarred by healed acute 
pyelonephritis from previous intravenous in- 
jection of Staphylococcic aureus, the intra- 
venous injection of a known amount of E. 
coli or Pseudomonas aerugenosa produced 
typical lesions of acute and chronic pyelo- 
nephritis with recovery of the organisms of 
a similar type in the urine. He also showed 
a relationship between the microorganisms 
present in the lung and those in the kidney. 
Staphylococci and enterococci were observed 
to persist longer in the kidney of infected 
rats than the gram-negative bacilli which 
produced more acute inflammation and faster 
resolution. Thus, gram-positive bacteria might 
be quite important in the pathogenesis of 
chronic pyelonephritis, although gram-nega- 
tive strains usually cause the acute infection. 
The majority of organisms of the urethra 
are colon bacilli suggesting that even if 
urethral instrumentation produces bacteremia 
the original background for susceptibility to 
chronic pyelonephritis was set by the pe- 
ripheral source other than the urethra or 
bladder. 

Obviously much confusion exists as to the 
relationship of instrumentation of the urethra 
and chronic pyelonephritis. Investigators and 
clinicians have been unable to establish sub- 
stantial incontrovertable evidence proving 
that the catheter does or does not materially 
provoke pyelonephritis. The disease is com- 
mon and serious, catheterization is a very 
often employed procedure diagnostically and 
therapeutically. The hope is entertained that 
the present numerous investigative efforts 
will prove adequately informative so that the 
possible dangers, if any, of the catheter can 
be more clearly evaluated. 

Cuarces Reser, M.D. 


6. De Navasquez, S.: Further Studies in Experimental 
Pyelonephritis Produced by Various Bacteria, with Special 
Reference to ing as a Factor in Pathogenesis, 
J. Path. & Bact. 71:27, 1956. 
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APPLICATION FOR HOTEL ACCOMMODATIONS 
S93rd ANNUAL MEETING 

Atlanta, Georgia 

November 16, 17, 18, and 19, 1959 


Please Complete this Application and forward to Atlanta Address Now! 


A Housing Bureau has been established for your convenience in making hotel reservations in Atlanta for 


the forthcoming meeting of the Southern Medical Association. 


Comparable room rates are listed. Use the 


Reservation Blank below. Please specify your first, second and third choice hotel. All requests for reserva- 
tions should give: (1) anticipated date and hour of arrival; (2) date and approximate hour of departure; and 
(3) names and addresses of all persons who will occupy the accommodations. ALL RESERVATIONS SHOULD 


BE CLEARED THROUGH THE HOUSING BUREAU. 


Since all requests for rooms will be handled in 


chronological order, you should mail your application as early as possible. All reservations will be con- 
firmed. Ihe Municipal Auditorium will be General Headquarters. 


Hotel Single Double Bed Twin Beds Suite 
ATLANTA BILTMORE .......... ...§ 8.00-12.00 $10.00-16.00 $12.00-16.00 $25.00-75.00 
5.00- 7.50 7.00— 9.50 9.00-12.00 18.00-20.00 
4.00— 5.50 6.00—- 7.50 7.00- 7.50 10.00-15.00 
... 6.50 8.00- 9.00 8.00— 9.00 16.00—18.00 
7.00-12.50 10,00-12.50 14.00-16.50 36.50-56.50 
6.00— 8.00 8.00-10.00 8.50-12.00 12.00-30.00 
Meer .......... 7.00-14.00 10.00-16.00 11.00-16.00 20.00-35.00 
PEACHTREE MANOR ...... 6.00- 8.00 8.50-12.00 8.50-12.00 14.00-32.00 
PEACHTREE ON PEACHTREE....... ... 6,00- 7.00 8.50-10.50 9.50-11.50 16.00-26.00 
.... 6.00- 9.00 9.50-11.00 10.00-15.00 25.00-30.00 

Motels 
Heart OF ATLANTA ...... ; 9.00 12.00 13.00-14.00 24.00-26.00 
Tue Riviera ..... eee er ..... Rates Unannounced (To open April, 1959) 

Downtown ............... 9.00-11.00 11.00-14.00 


HOUSING BUREAU 


SOUTHERN MEDICAL ASSOCIATION 


720 Rhodes-Haverty Building 
Auanta 3, Georgia 


Please reserve the following accommodations for me for the Southern Medical Association Meeting: 


Hotel Preference 
3rd Choice 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. 


Kind of Accommodations Desired 


you are requesting reservations and who will occupy the room (s): 


Name of Occupant (s) 
(Please type or print) 


Individual Requesting Reservations 


(Please type or print) 


Include the names of all persons for whom 


Address 


If the hotels of your choice are unable to accept 
your reservation, the Housing Bureau will make 


as good a reservation as possible elsewhere. 
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EPIDEMIC NEUROMYASTHENIA 


In April of this year two papers called at- 
tention to a syndrome which has made its 
appearance at widely scattered areas on the 
globe in the past couple of decades. 


Historically, experience with this disease 
may have begun with an outbreak of a disease 
having the characteristics which have become 
recognized as constituting this syndrome. This 
epidemic consisted of 198 cases among a hos- 
pital staff, and mainly among nurses, in Los 
Angeles in 1934. The outbreak occurred dur- 
ing an epidemic of poliomyelitis and at first 
these patients were thought to have polio. 
However, though muscular pain and _ paresis 
were prominent symptoms, muscular atrophy 
did not result, mental symptoms and dis- 
turbed sensation were prominent and the 
spinal fluid was normal in 53 of 54 cases so 
studied. Subsequently a small outbreak oc- 
curred in a convent in Wisconsin and a still 
smaller one among a hospital staff in Eng- 
land. The largest epidemic of over a thou- 
sand cases in Iceland in 1948-49 accounts for 
the eponym of “Iceland Disease.” 


It is of interest that of some 20 and more 
epidemics, varying from 7 to over a thousand 
cases, about half have appeared among per- 
sonnel of a hospital staff, with of course some 
scattered cases in the community. Some of 
these epidemics have been in the main among 
student nurses. Acheson? points to the pre- 
dilection of the disease to residential com- 
munities, and the higher attack rate among 
women and young adults. The greater inci- 
dence among hospital personnel raises the 
question of occupational exposure, but may 
merely represent a better opportunity to rec- 
ognize a disease essentially benign. Most of 
the outbreaks have appeared in the summer 
months, some at the end of the polio season. 

Now that the syndrome has become more 
clearly established as the result of the epi- 
demics referred to, sporadic cases of the dis- 
ease are being recognized and reported. 

The clinical picture basically has been the 
same in the recorded epidemics, though the 
severity of the symptomatology has been vari- 
able. The onset may be abrupt or insidious. 
There may be a mild respiratory infection at 


1. Henderson, Donald A., and Schelokov, Alexis: Epidemic 


Neuromyasthenia—Clinical Syndrome?, New England J. 
Med. 260:757, 814, 1959. 


Acheson, E. D.: The Clinical Syndrome Variously Called 
Benign Myalgic Encephalomyelitis, Iceland Disease and 
Epidemic Neuromyasthenia, Am. J. Med. 26:569, 1959. 
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the onset, coryza, cough, and tender lymph- 
adenopathy of the posterior cervical chains. 
Fatigue, muscular aching, headache, low- 
grade fever and diarrhea are usual. These 
symptoms may extend over a matter of sev- 
eral days to weeks. 

Then after days or some weeks the symp- 
toms abruptly become worse with the addi- 
tion of paresis of muscles, paresthesias, nausea, 
dizziness, in some vertigo, diplopia and pro- 
jectile vomiting. Emotional disturbances oc- 
cur, as tension, anxiety, depression, mild con- 
fusion and emotional lability. 


Convalescence is very prolonged in which 
malaise and ease of fatigue are prominent. 
Headache, often intense, and generalized may 
be prominent and often is accompanied by 
nuchal rigidity and pain. Such muscular pain 
may affect all extremities, the chest, back 
and abdomen. Paresis may be of a whole ex- 
tremity or of muscle groups. Contractions of 
affected muscles are often jerky. Fibrillary 
twitchings are common and tenderness of af- 
fected muscles is universal. Sensory disturb- 
ances, paresthesias, hypesthesia and hyperes- 
thesia commonly accompany the nerve sup- 
ply to the muscles of the region. No cranial 
nerves have been immune to involvement. 
Vasomotor disturbances have been common. 
Urinary retention has been known to last five 
or six weeks, requiring catheter drainage. 
Death does not occur. 


The prolongation and relapse of sympto- 
matology are remarkable in the many months 
or even several years needed to recover com- 
pletely. 

The laboratory has offered little help in 
diagnosis except in a negative way. The white 
count has usually been normal and the spinal 
fluid rarely has been found abnormal. Many 
studies directed to a search for a viral cause 
of this syndrome by immunologic and animal 
studies have cast no light on the etiologic 
infectious agent or agents. 

Acheson believes the syndrome can be dif- 
ferentiated on clinical grounds from _polio- 
myelitis, encephalitis lethargica, epidemic 
myalgia and infectious mononucleosis, and 
says it is not a manifestation of mass hysteria 
at the end of a polio season. 

Thus a new clinica! entity has evolved. 
Little difficulty will be anticipated in the 
recognition of epidemics of the syndrome, 
but the sporadic cases probably will not be 
diagnosed. 
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James H. Byram, M.D. 
General Chairman 


The Kick-off Dinner honoring the Local 
Committee on Arrangements for the Atlanta 
Meeting of the Southern Medical Association 
was held at the Piedmont Driving Club on 
April 23. 

Dr. James H. Byram, General Chairman of 
the Arrangements Committee and President 
of the Fulton County Medical Society, pre- 
sided and introduced Mayor William Harts- 
field of Atlanta, who gave an address of 
welcome. 


Dr. Milford O. Rouse, SMA President from 
Dallas, Texas, was the principal speaker of 
the occasion. He was introduced by Dr. Jack 
C. Norris, Atlanta, who is SMA Councilor 
from Georgia and who is serving as Chairman 
of the Executive Committee of the Arrange- 
ments Committee. 


The group of seventy key persons present 
included members of the Executive Commit- 
tee, the chairmen of all working committees 
and the twenty section host committees, offi- 
cers of the Medical Association of Georgia and 
the Fulton County Medical Society and their 
auxiliaries, and Section Officers in Atlanta. 
Another special guest was Mrs. George W. 
Owen, Jackson, Mississippi, President of the 
Woman’s Auxiliary to the Southern Medical 
Association. 

The dinner set in motion specific plans for 
the Atlanta Meeting, November 16-19, and de- 
tailed procedures for some forty local commit- 
tees composed of 300 Atlanta physicians were 
outlined. The full Committee on Arrange- 
ments including the Section Host Committees 
are as follow: 


ATLANTA LOCAL COMMITTEES 
ON ARRANGEMENTS 


Dr. James H. Byram 
Vice General Chairman................. Dr. McClaren Johnson 


Executive Committee—Doctors Jack C. Norris, Chairman; Mc- 
Claren Johnson, Vice-Chairman; Edgar Boling, James H. 
Byram, Walker L. Curtis, Major F. Fowler, Hugh Hailey, A. 
O. Linch, Harold P. McDonald, Christopher J. McLoughlin, 
Floyd W. McRae, D. Martin, Jr., Charles E. Rushin, 
Thomas F. Sellers, Sr. 


(Left to right) Dr. Edgar Boling, Dr. John Martin, Dr. McClaren Johnson, Dr. Jack C. Norris, Dr. Milford O. Rouse (Speaker), Dr. 
James H. Byram, Mayor William Hartsfield, Mr. V. O. Foster, Dr. Major Fowler, and Dr. Hugh Hailey. 
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Advisory Committee—Doctors W. A. Selman, Chairman; Allen 
H. Bunce, Vice-Chairman; Olin S. Cofer, Vice-Chairman; T. F. 
Abercrombie, Eustace A. Allen, E. W. Allen, Carl C. Aven, C. 
L. Avers, R. A. Bartholomew, J. M. Bazemore, Montague L. 
Boyd, T. Luther Byrd, F. Phinizy Calhoun, Sr., Enoch Calla- 
way, Frederick D. Cheney, James J. Clark, Grady N. Coker, 
Herschel C. Crawford, Howard Hailey, William P. Harbin, Jr., 


C. F. Holton, Lee Howard, K. S. Hunt, Luke H. Kelly, Spencer 
A. Kirkland, Ben K. Looper, J. C. Metts, W. Perrin Nicolson, 
Buford L. O'Neal, R. S. O’Neal, J. C. Patterson, W. E. Person, 
Edgar R. Pund, A. A. Rayle, Sr., W. F. Reavis, C. H. Rich- 
ardson, M. Hines Roberts, Cyrus K. Sharpe, Cyrus W. Strickler, 
Jr., John W. Turner, Ernest F. Wahl, Joseph Yampolsky. 
Honorary Advisory Committee—Doctors W. A. Selman, Chair- 
man; Allen H. Bunce, Vice-Chairman; Olin S. Cofer, Vice- 
Chairman; Leland G. Baggett, Gregory W. Bateman, B. T. 
Beasley, H. Bagley Benson, Everett L. Bishop, J. C. Blalock, 
Joe M. Bosworth, Napier Burson, T. Sterling Claiborne, M. B. 
Copeloff, Warren S. Dorough, John B. Duncan, W. B. DuVall, 
George W. Fuller, Wadley R. Glenn, Howard Hailey, William 
A. Kelley, Luke H. Kelly, Spencer A. Kirkland, D. O. 
Thompson. 
Alumni and Fraternity Dinners Committee—Doctors Donald F. 
Cathcart, Chairman; Alton V. Hallum, Vice-Chairman; Carl C. 
Aven, F. Kells Boland, Lester A. Brown, T. Luther Byrd, E. 
D. Colvin, J. K. Fancher, Lamar F. Glass, Thomas N. Guffin, 
Stacy C. Howell, Dan B. Kahle, Richard E. King, J. G. Mc- 
Daniel, Christopher J. McLoughlin, William O. Martin, Jr., 
John T. Mauldin, William E. Mitchell, William M. Moncrief, 
Albert L. Morris, Sam D. Murray, Dewey T. Nabors, Jack C. 
Norris, Samuel W. Norwood, C. Purcell Roberts, Calvin B. 
Stewart. 
Color Television Coordinating Committee—Dr. Lester Rumble, 
Jr., Chairman. 
Emergency Housing Committee—Doctors Hugh Hailey, Chair- 
man; Vernon FE. Powell, Vice-Chairman; Carl C. Aven, Allen 
M. Collinsworth, Charles F. Cooper, Jr., Joseph S. Cruise, 
Charles E. Dowman, Albert L. Evans, A. Worth Hobby, Byron 
J. Hoffmann, Joseph H. Patterson, Julius V. Pierotti, Morgan 
B. Raiford, B. L. Shackleford, Samuel J. Sinkoe, Carter Smith, 
Ben R. Thebeaut, Paul E. Turrentine, J. Frank Walker, W. P. 
bar a Jr., Richard B. Wilson, Edgar Woody, Jr., Edward S. 
yright. 
Entertainment Committee—Doctors A. E. Hauck, Chairman; J. 
G. McDaniel, Vice-Chairman; B. Russell Burke, Herschel C. 
Crawford, Shelley C. Davis, Mark S. Dougherty, Jr., Edgar F. 
Fincher, F. James Funk, Jr., Irving L. Greenberg, Lonnie W. 
Grove, Howard Hailey, William G. Hamm, John Rhodes Hav- 
erty, David L. Hearin, David E. Hein, Joseph H. Hilsman, 
Ralph A. Huie, Jr., Charles S$. Jones, Bruce Logue, Mason I. 
Lowance, Joseph C. Massee, Fredric R. Minnich, Hugh G. 
Mosley, Jack C. Norris, Herbert J. Rosenberg. 
Golf Committee—Doctors Taylor S. Burgess, Chairman; Harri- 
son L. Rogers, Jr., Vice-Chairman; Charles C. Adams, Gordon 
G. Allison, William H. Bateman, Donald E. Beard, William H. 
Bennett, Richard E. Boger, Edgar Boling, Glenn J. Bridges, 
Stephen T. Brown, Ellsworth Cale, James J. Clark, Shelley C. 
Davis, Major F. Fowler, George W. Fuller, William E. Good- 
year, A. O. Linch, Virgil W. Osborne, John H. Ridley, George 
— Jr., Paul Teplis, William C. Warren, Jr., Jesse H. 
rk. 
Medical Societies Committee-at-Large—Fulton County and Adjoin- 
ing Counties—Doctors James H. Byram, Chairman; Harold P 


McDonald, Vice-Chairman; Robert B. Ansley, D. C. Kelley, 
Fred K. Schmidt. 


Medical Students Committee—Doctors Arthur P. Richardson, 
Chairman; Benjamin Robert Gendel, Joseph H. Hilsman, David 
J. Hughes, J. Willis Hurst, David F. James, J. D. Martin, Jr., 
W. L. Pauilin, Jr., Lester Rumble, Jr., Walter H. Sheldon. 


Seen Committee—Doctors Harold McDonald, Chairman; 


ames H. Byram, Charles F. Rushin, Charles Rieser, Hugh 
Hailey. 


Publicity and Public Relations Committee—Doctors Charles S. 
Jones, Chairman; A. Hamblin Letton, Vice-Chairman; Eustace 
A. Allen, Evert A. Bancker, Mrs. Ann Barnett, Doctors R. A. 
Bartholomew, Maxwell Berry, Linton H. Bishop, Jr., B. Hart- 
well Boyd, Spencer S. Brewer, Jr., Sandy B. Carter, Doctors 
Murdock Equen, Ira A. Ferguson, John T. Godwin, William 
A. Hopkins, Mr. John F. Kiser, Mr. Milton D. Krueger, Doc- 
tors Harrison Reeves, M. Hines Roberts, Mrs. Mary Shafer, 
Doctors Duncan Shepard, John E. Ekandalakis, Ted L. Staton, 
Cyrus W. Strickler, Jr., August B. Turner, Ebert Van Buren, 
J. W. Veatch, Jr. 

Scientific Exhibits Committee—Doctors C. Raymond Arp, Chair- 
man; Osler A. Abbott, Robert L. Brown, William F. Friede- 
wald, W. Elizabeth Gambrell, Benjamin Robert Gendel, W. H. 
Grimes, Jr., Howard Hailey, L. Harvey Hamff, David L. 
Hearin, William Harry Hill, George A. Holloway, Charles M. 
Huguley, Jr., Robert P. Kelley, Ted F. Leigh, Arthur J. Mer- 
rill, Lester M. Petrie, Morgan B. Raiford, A. Cullen Richard- 
son, Thomas F. Sellers, Sr., W. Vernon Skiles, William A. 
Smith, Sr., A. Leslie Stephens, Jr., Robert H. Stephenson, Sam 
A. Wilkins. 

SMA Committee-at-Large—Dr. J. N. Brawner, Jr., Chairman. 
(This Committee is comprised of all members of the Fulton 
County Medical Society-at-Large.) 

SMA State of Georgia Committee-at-Large—Doctors Rupert H. 
Bramblett, Enoch Callaway, Grady N. Coker, William G. 
Hamm, Lee Howard, E. R. Jennings, Ben K. Looper, J. C. 
Patterson, Edgar R. Pund, C. H. Richardson, Luther J. 
Roberts, W. Bruce Schaefer, George S. Tootle, M. Virginia 
Tuggle, Robert D. Walter. 

Women Physicians Committee—Doctors Cordelia K. Dowman, 
Chairman; Amey Chappell, Vice-Chairman; Helen W. Bell- 
house, Estelle P. Boynton, Betty Ann Brooks, Leila D. Den- 
mark, W. Elizabeth Gambrell, L. Margaret Green, Ellen Finley 
Kiser, Rose A. Lahman, Eclyda Ruth McClure, Estelle Mc- 
Niece, Elisabeth Martin, Lela Bonner Miller, Edna Smith 
Porth, Margaret J. Wall. 


SECTION HOST COMMITTEES 


Allergy—Doctors Mason I. Lowance, Chairman; C. Raymond 
Arp, Carl C. Jones, Jr., Merrill Lineback. 
Anesthesiology—Doctors Lester Rumble, Jr., Chairman; Fred- 
erick A. Carpenter, Elmer Lee Fry, A. V. Gude, Eladio 
Sotolongo. 

Dermatology and Syphilology—Doctors Howard Hailey, Chair- 
man; William L. Dobes, David L. Hearin, Harold B. Levin, 
Philip H. Nippert. 

Gastroenterology—Doctors J. Spalding Schroder, Chairman; 
John S. Atwater, Napier Burson, David E. Hein, Joseph H. 
Hilsman, Wyman P. Sloan, Jr., Joseph H. Stickley, Julius 
Wenger. 

General Practice—Doctors T. Luther Byrd, Chairman; James H. 
Byram, Amey Chappell, William Harry Hill, John H. Hines, 
Ralph A. Huie, Jr. 

Gynecology—Doctors A. E. Hauck, Chairman; B. Hartwell 
Boyd, Olin S. Cofer, M. B. Copeloff, John B. Duncan, W. 
Vernon Skiles. 

Industrial Medicine—Doctors Joe M. Bosworth, Chairman; Allen 
M. Collinsworth, J. Harry Rogers, S. Eugene Sims. 
Medicine—Doctors Thomas J. Anderson, Jr., Chairman; Linton 
H. Bishop, Jr., Tully T. Blalock, Daniel D. Hankey, David E. 
Hein, Ralph A. Murphy, Jr., Carter Smith. 


Neurology and Psychiatry—Doctors Edgar F. Fincher, Chairman; 
Harry R. Lipton, Paul L. Schroeder, Joseph S. Skobba, William 
A. Smith, Sr., Richard B. Wilson, August S. Yochem, Jr. 
Obstetrics—Doctors W. Vernon Skiles, Chairman; James H. 
Byram, R. A. Bartholomew, . Grimes, Jr., Judson L. 
Hawk, Jr., Paul E. Turrentine. 
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Ophthalmology and Otolaryngology—Doctors Edward S. Wright, 
Chairman; B. Russell Burke, F. Phinizy Calhoun, Jr., William 
T. Edwards, Murdock Equen, Alton V. Hallum. 

Orthopedic and Traumatic Surgery—Doctors W. P. Warner, Jr., 
Chairman; William Bondurant, Thomas P. Goodwyn, 
Walker Jernigan, Joseph H. Kite, Randolph Smith. 
Pathology—Doctors G. Lester Forbes, Jr., Chairman; Darrell 
Ayer, Heinz Bauer, Everett L. Bishop, Tom D. Raaen, Rosina 
B. Vincenzi. 

Pediatrics—Doctors J. Harry Lange, Chairman; Donald F. Cath- 
cart, M. Hines Roberts, Cary E. Sullivan, T. I. Willingham, 
Joseph Yampolsky. 

Physical Medicine and Rehabilitation—Doctors Arthur M. Pruce, 
Chairman; R. L. Bennett, William E. Steiner. 
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Proctology—Doctors Edgar Boling, Chairman; W. B. DuVall, 
Henry M. Finch, Fred B. Hodges, Jr., Jack M. Levin, Edwin 
P. Lochridge, Jr., Earl Rasmussen, Jr., Robert L. Robinson. 
Public Health—Doctors T. Oscar Vinson, Chairman; W. H. 
Aufranc, James F. Hackney, Lester M. Petrie, Ernest Thomp- 
son, John H. Venable. 

Radiology—Doctors J. Frank Walker, Chairman; W. C. Coles, 
Richard A. Elmer, J. Dudley King, Ted F. Leigh. 
Surgery—Doctors J. D. Martin, Jr., Chairman; M. Bedford 
Davis, Jr., Shelley C. Davis, George W. Fuller, J. Harold 
Harrison, Walter R. Holmes, J. Harry Rogers. 
Urology—Doctors Donald FE. Beard, Chairman; Reese C. Cole- 
man, Jr., Charles E. Eberhart, Major F. Fowler, Candler Guy, 
Henry D. Holliman, Jr., Harold P. McDonald, Dewey T. 
Nabors. 


Relief of Pain in Patients with Angina Pectoris 
and Congestive Failure After Ablation of Thyroid Gland* 


“We wish to report observations on the mechanism 
of the carly relief of pain in many patients with 
angina pectoris and congestive failure immediately 
after complete removal of the normal thyroid gland. 
Three syndromes were studied: the characteristic syn- 
drome of angina pectoris (Heberden), precordial pain 
other than angina and the hyperesthesia and hyper- 
algesia of the chest wall frequently associated with the 
various forms of chronic heart disease. In accord with 
the clinical studies of the circulation which formed a 
rational basis for removal of the normal thyroid gland 
in congestive failure and angina pectoris the most 
striking relief of chest pain has been concomitant with 
the lowering of the metabolic rate and decrease in the 
work of the heart as gauged by measurements of the 
velocity of blood flow. Not infrequently, however, chest 
pain, experienced constantly for months to years, has 
disappeared immediately after operation when the 
metabolic rate was still unchanged. Of 50 patients with 
angina pectoris or congestive failure, 20 definitely have 
shown this early postoperative relief of pain. The 
present communication deals with observations only 
on these patients. 


“The effect of operation on the distribution of pain 
and on other characteristics of the attacks was studied 
when the patients were exercised under standardized 
conditions. Precordial pain other than that character- 
istic of angina pectoris was experienced at complete 
bed rest in almost all of the 20 cases of congestive 
heart failure and angina pectoris. The pain varied in 
character and location in different patients and was 
characterized as “dull,” “heavy,” “gripping,” “tender,” 
“pressing,” “knife-like,” “crushing,” “tearing,” “sticky 
like needles.” It was referred to the sternum, the 
xyphoid, the left or right chest. The areas of skin 
hyperesthesia and muscle tenderness varied greatly in 
extent, in some patients being narrowly localized, in 
others being rather widespread. In a given patient, 
however, the characteristics of the painful areas were 
constant. ... 


“Summary and Conclusions. 1. Observations on the 


*Weinstein, A. A., Davis, D., Berlin, D. D., and Blumgart, 
H. L.: The Mechanism of the Early Relief of Pain in Patients 
with Angina Pectoris and Congestive Failure After Total Abla- 
post of the Normal Thyroid Gland, Am. J. M. Sc. 187:753, 
1934. 


immediate postoperative relief of chest pain after total 
thyroidectomy in 19 patients are described. 

“2. Data were collected before, immediately after 
and during several weeks after operation in 3 groups: 
(1) Changes in non-anginal precordial pain; (2) 
changes in areas of skin hyperesthesia and muscle and 
periosteal hyperalgesia of the chest wall; (3) changes 
in the character and distribution of pain of angina 
pectoris. 

“3. Within a few hours after operation, non-anginal 
precordial pain, hyperalgesia and hyperesthesia disap- 
peared, remained absent for 2 to 4 weeks, but then 
usually reappeared if the basal metabolic rate had not 
declined significantly. Only after the basal metabolic 
rate had dropped appreciably did the above-mentioned 
signs and symptoms diminish or disappear perma- 
nently. 

“4. Studies were made on the distribution of the 
pain of angina pectoris produced under standard con- 
ditions in 3 patients before and after hemithyroidec- 
tomy. The remaining half of the thyroid gland was 
removed at a later date. Exercise within 2 weeks after 
hemithyroidectomy produced no pain in the arm and 
the side of the chest corresponding to the side of oper- 
ation. The pain of angina pectoris was experienced 
only on the unoperated side and usually stopped 
sharply at the midline of the sternum. The similarity 
of these findings to those after cervical sympathectomy 
and alcohol injection is discussed. The basal metabolic 
rate did not change appreciably after the first hemi- 
thyroidectomy. After 2 to & weeks, pain on exercise 
was again experienced on the operated side. Only after 
removal of the other one-half of the thyroid gland and 
after the appreciable drop in the basal metabolic rate 
was the pain of angina pectoris permanently relieved. 

“5. These observations point definitely to the fol- 
lowing conclusions: (1) The immediate relief of pain 
after total thyroidectomy is due to the interruption of 
afferent nerve impulses from the heart at the time of 
operation; (2) relief by this mechanism is only tem- 
porary; (3) permanent relief is related to the lessened 
work of the heart attendant on the development of 
the hypothyroid state. 

“6. These findings indicate that, after total ablation 
of the thyroid, complete bed rest should be enforced, 
despite the early subjective relief experienced by the 
patient, until the basal metabolic rate shows signifi- 
cant lowering.” 
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ALABAMA 


New officers elected by the Jefferson County Pedi- 
atric Society are: Dr. L. M. Bargeron, President; Dr. 
Dewey White, Vice-President, and Dr. William Crit- 
tenden, Secretary-Treasurer. Drs. Wallace A. Clyde, 
George McCullough and Tom Caldwell were elected 
to the Executive Committee. All officers are from 
Birmingham. 

Dr. George Gordon is the new President of the 
Medical Staff at South Highland Infirmary, succeed- 
ing Dr. Arthur Freeman. Others elected were: Dr. 
William N. Viar, Vice-President; Dr. Bruce K. Johns- 
ton, Secretary-Treasurer; Dr. A. E. Imler, Executive 
Committee; and Dr. J. L. Seibold, Director of Ob- 
stetrics and Gynecology. 

Dr. Arthur I. Chenoweth has succeeded Dr. Hiliary 
H. Henderson, both of Birmingham, as President of 
the Alabama Chapter of the American College of 
Surgeons. Dr. Emmett B. Frazer, Mobile, was named 
President-Elect and Dr. T. Brannon Hubbard, Jr., 
Montgomery, Secretary-Treasurer. Dr. Ben M. 
Carraway, Birmingham, and Dr. Victor T. Hudson, 
Mobile, were elected members of the Council. 


Dr. Dan Haygood, Montgomery, has been elected 
President of the Alabama Academy of Ophthalmology 
and Otolaryngology. Dr. John Allen was elected Vice- 
President and Dr. Karl Benkwith, Secretary-Treasurer. 
Both are from Montgomery. 

New officers of the Jefferson County Society of 
Anesthesiologists are Dr. Robert W. Grady, President; 
Dr. John A. Stough, Vice-President; and Dr. Leslie 
Whitehead, Treasurer. 


ARKANSAS 


Dr. Robert H. Chappell, Texarkana, will leave 
within the next year for two years of Methodist 
medical mission work in India. He will be Clinical 
Pathologist and Instructor in Pathology and _ Bac- 
teriology at the Vellore Christian Medical College 
and Hospital, located at Velore, India. Dr. Chappell 
is presently serving as Pathologist and Director of 
Laboratories at St. Michael’s Hospital and Wadley 
Hospital in Texarkana and has his own laboratory 
there, serving a wide area. 

Dr. Joe Shuffield, Little Rock, has been named by 
the Governor to a six year term on the Board of 
Trustees for the Arkansas State Hospital. 

Dr. Ed McKnight, Brinkley, has again been ap- 
pointed by the Governor to a four year term on the 
State Board of Health. This will make a total of 33 
years that Dr. McKnight has served on the State 
Board. 

Dr. Joseph D. Calhoun, Little Rock, has been 
awarded a Fellowship by the American College of 
Radiology. Dr. Calhoun was also recently elected to 
membership in the American Roentgen Ray Society. 

Dr. Ed Wheat, Springdale, has been named winner 


of the Jaycee Distinguished Award. Active in civic 
work in the city, he is President of the Springdale 
Flying Club, and a Director of the Little League 
program. 

Dr. Howard Barnhard, Little Rock, has been elected 
to membership in the American Roentgen Ray So- 
ciety. 

Dr. George Burton, El Dorado, has been selected 
Councilor to the Radiological Society of North 
America, replacing Dr. Edwin F. Gray, Little Rock, 
who has served in that capacity for the last five years. 

The following County Medical Societies have 
elected officers: 

Columbia. Dr. Charles W. Kelley, President; Dr. 
John Ed Alexander, Vice-President; and Dr. Charles 
L. Weber, Secretary-Treasurer. 

Nevada. Dr. O. G. Hirst, President; Dr. Glenn 
Hairston, Vice-President; and Dr. C. A. Hesterly, 
Secretary-Treasurer. 

Monroe. Dr. J. P. Williams, President; Dr. E. D. 
McKnight, Vice-President; and Dr. N. C. David, Sec- 
retary- Treasurer. 

Fifth Councilor District. Dr. J. B. Jameson, Jr., 
President; Dr. Albert Clowney, Vice-President; and 
Dr. John L. Ruff, Secretary-Treasurer. 

Ashley. Dr. E. C. Gresham, President; Dr. R. L. 
Salb, Vice-President; and Dr. L. E. Edwards, Secre- 
tary- Treasurer. 

Arkansas. Dr. E. A. McCracken, President; Dr. 
Fred B. Stone, Vice-President; and Dr. C. W. Rasco, 
Jr., Secretary-Treasurer. 

Chicot. Dr. Major Smith, President; and Dr. Lee 
Parker, Jr., Secretary. 


Dr. Fred O. Henker III has been appointed an In- 
structor in the Department of Psychiatry at the Uni- 
versity of Arkansas School of Medicine. Dr. Henker 
was formerly Chief of the Psychiatry Service at the 
Veterans Administration Hospital in Jackson, Missis- 
sippi, and Clinical Instructor at the University of 
Mississippi Medical Center. 


DISTRICT OF COLUMBIA 


Dr. Calvin T. Klopp, Director of the George Wash- 
ington University Cancer Clinic, has been awarded 
the St. George Medal and citation for outstanding 
contribution to cancer control by the Board of Trus- 
tees of the District of Columbia Division of the 
American Cancer Society. 


Dr. William S. Middleton, Honorary member of the 
Medical Society of the District of Columbia, was re- 
appointed Chief Medical Director of the Veterans 
Administration for a four year term. Dr. Middleton 
has held the post since March 1, 1955. 

New officers of the active medical staff of the 
Washington Hospital Center are: Dr. Ralph M. 
Caulk, President; Dr. J. Spencer Dryden, First Vice- 
President; Dr. Thomas W. Mattingly, Second Vice- 
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President; Dr. Harold W. Krogh, Secretary; Dr. 
Francis Wenger, Assistant Secretary; and Dr. Garnet 
W. Ault, Treasurer. 


Dr. George Tievsky has been elected to Fellowship 
in the American Association for the Advancement of 
Science and will represent the American College of 
Radiology on its Council. 

Four faculty members of the Georgetown Univer- 
sity School of Medicine were elected to Fellowship by 
the Southeastern Surgical Congress at its Annual As- 
sembly. They are: Dr. Earl B. Barnes, Associate Pro- 
fessor of Surgery; Dr. Luther W. Gray, Clinical In- 
structor of Surgery; Dr. John P. Haberlin, Clinical 
Assistant Professor of Surgery; and Dr. Robert J. 
O'Donnell, Clinical Instructor of Surgery. 


Dr. John C. Rose has been elected Chairman of 
the Southern Section of the American Federation for 
Clinical Research. 

Drs. Leonard S. Berman, W. Proctor Harvey, and 
Sol Katz have been elected to membership in the 
Southern Society for Clinical Research. 


The Pan American Medical Society has elected the 
following officers: Dr. J. Ogle Warfield, Jr., Presi- 
dent; Dr. Darrell C. Crain, First Vice-President; Dr. 
Carlos A. Dominguez, Second Vice-President; Dr. 
James H. Scully, Secretary; and Dr. Adrian Recinos, 
Jr... Treasurer. The Society, which includes most 
Latin and South American doctors in the Washington 
area, is affiliated with the Pan American Medical As- 
sociation and is devoted to promoting international 
good will and the exchange of medical information. 

Two staff members of Georgetown University 
School of Medicine were recently honored by election 
to membership in national scientific organizations. 
Dr. Hubert V. Pipberger, Instructor in Medicine, is 
now a member of the Instrument Society of America, 
and Dr. Frank A. Finnerty, Jr., Assistant Professor of 
Medicine, a member of the American Therapeutic 
Society. 

Dr. Frank John Schaffer, of the Veterans Adminis- 
tration Central Office in Washington, was one of 28 
VA physicians recently elected to fellowship in the 
American College of Physicians. 


FLORIDA 


Dr. Homer L. Pearson, Jr., Miami, and Dr. Reuben 
B. Chrisman, Jr., Coral Gables, have been appointed 
co-chairmen of the local Committee on Arrange- 
ments for the June 1960 meeting of the American 
Medical Association at Miami Beach. 


Dr. Solomon Kann and Ulfar Jonsson, both of 
Miami, have been certified by the American Board 
of Internal Medicine. 


Dr. M. Harlan Johnston has been elected President 
of the North Florida Radiological Society and Dr. 
Paul A. Mori, Secretary. Both officers are from Jack- 
sonville. 

Dr. Lester L. Zipser has been elected President of 
the Hillsborough County Chapter of the American 
Academy of General Practice. Dr. Marvin B. Miller 
has been chosen Vice-President and Dr. Warren T. 
Loftis, Jr., Treasurer. All are of Tampa. 

Dr. Duke B. Baird and Dr. Ledford Gregory, both 
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of Miami, have been certified by the American Board 
of Orthopedic Surgery. 

Dr. Charles McC. Gray, Tampa, has been elected 
Vice-President of the American College of Radiology. 
He has just completed a four year term as a member 
of the Board of Chancellors of the College. 


GEORGIA 


The Southern Medical Association “Kick-off Dinner” 
honoring the Atlanta Committee on Arrangements 
for The Atlanta Meeting was held at the Piedmont 
Driving Club April 23. Dr. James H. Byram, Presi- 
dent of the Fulton County Medical Society and 
General Chairman of the Committee on Arrange- 
ments, presided. Dr. Milford O. Rouse, Dallas, Texas, 
President of SMA, was the principal speaker. A total 
of seventy key people, including many SMA officers, 
were present. 


The Atlanta Radiological Society has elected as 
officers: President, Dr. William C. Coles; Vice-Presi- 
dent, Dr. W. R. Durham; and Secretary-Treasurer, 
Dr. J. L. Clements, Jr. 

The following physicians have been certified by 
specialty boards: Dr. Harrison Rogers by the Ameri- 
can Board of Surgery; Dr. Ralph A. Murphy, Jr., Dr. 
John Yauger, and Dr. Richard Johnson, by the 
American Board of Internal Medicine; and Dr. 
Cheney C. Sigman, by the American Board of 
Pediatrics. 

Dr. John B. Cross, Professor and Head of the De- 
partment of Obstetrics and Gynecology at Emory 
University, has been elected President-Elect of the 
South Atlantic Association of Obstetrics and Gyne- 
cology. 


LOUISIANA 


Dr. Ambrose H. Storck, Regional Chairman from 
Louisiana, American Cancer Society, and Louisiana 
Division Board member, has announced the award of 
a Grant creating another American Cancer Society 
Professorship in cancer research. The Grant was made 
to Tulane University School of Medicine, to support 
the life-time cancer research of Dr. Emmanuel Farber, 
Tulane University Pathologist and Biochemist. Dr. 
Farber will attempt to combine two separate fields of 
study—Pathology and Biochemistry—into one by find- 
ing a biochemical basis for physical changes in cells. 
His effort to combine the two scientific disciplines is 
pioneer work. This is the seventh life-time cancer re- 
search professorship established by the Society. 


The following physicians were elected by the New 
Orleans Society of Neurology and Psychiatry: Dr. 
Charles Watkins, President; Dr. Robert Heath, Presi- 
dent-Elect; and Dr. Richard Paddison, Secretary- 
Treasurer. 

Dr. William G. Thurman, Instructor in Pediatrics 
at Tulane University School of Medicine, has been 
selected as a Markle Scholar by the John and Mary R. 
Markle Foundation of New York. Dr. Thurman is one 
of twenty-five scholars selected from nominees from 
sixty-five medical schools. 


Dr. Stephen J. LeBrie, Instructor in Physiology at 
Tulane University School of Medicine, has received a 
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Lederle Medical Faculty Award. The Award is part of 
a program sponsored by the Lederle Laboratories Di- 
vision of the American Cyanamid Company. 

Dr. Alvar P. Wilska, Helsinki, Finland, was ap- 
pointed Visiting Professor of Cell Research at the Lou- 
isiana State University School of Medicine, New Or- 
leans. Dr. Wilska will continue his work on the new 
electron microscope and inaugurate additional research 
projects in the Department of Anatomy with Frank N. 
Low, Ph.D., University Professor and Director of the 
electron microscope laboratory at Charity Hospital. 


Dr. Grace A. Goldsmith, Professor of Medicine at 
Tulane University School of Medicine, has been pre- 
sented the Osborne and Mendel Award for 1959 by the 
American Institute of Nutrition. The award, estab- 
lished by the Nutrition Foundation, Inc., and adminis- 
tered through the American Institute of Nutrition, is 
given each year for outstanding recent basic accom- 
plishments in exploratory research in the science of 
nutrition. The award was given to Dr. Goldsmith for 
her contributions in the field of macrocytic anemias, 
especially studies on the specific roles of folic acid and 
vitamin Bu, in the clarification of the interrelation- 
ship of tryptophan and niacin in human nutrition, 
and in the field of protein malnutrition. 


MARYLAND 


Dr. Milford O. Rouse, Dallas, Texas, President of 
the Southern Medical Association, has appointed Dr. 
George H. Yeager as an Associate Councilor from 
Maryland. 

Dr. William Mansfield Clark, Professor of Chemis- 
try and Emeritus Professor of Physiological Chemistry 
at the Johns Hopkins University of Baltimore, was 
guest speaker recently at the University of North Caro- 
lina School of Medicine. A member of the National 
Academy of Science and other scientific organizations, 
Dr. Clark has been presented the Pasano Award, 
which is given each year to a man who has rendered 
a lifetime of outstanding service in the medical sci- 
ences. He also has been awarded the Nichols Medal, 
the Borden Award and has been a Remsen Memorial 
Lecturer. 


Dr. W. Houston Toulson, Baltimore, has been se- 
lected to serve as a member of the National Founda- 
tion’s Health Scholarship Committee for Maryland. 

Dr. John C. Daniels, Silver Spring, and Dr. Daniel 
B. Harris, Baltimore, have been named new junior 
members of the American Society of Anesthesiology. 


Dr. M. Dudley Phillips, Darlington, has been named 
a member of the Medical Advisory Committee of the 
Maryland Heart Association. 


MISSISSIPPI 


Dr. W. H. Anderson, Booneville, participated in 
the recent Dedication Ceremonies of a Marker at the 
Evans Memorial Library at Aberdeen, the library is a 
memorial to the late Dr. W. A. Evans. 


The University of Mississippi School of Medicine, 
Jackson, has created an independent department of 
clinical laboratory science, with Dr. Warren N. Bell 
as its Chairman. The new department was formerly a 
division in the Department of Medicine, and Dr. Bell 
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retains his appointment as an Associate Professor of 
Medicine in addition to his new chairmanship. 


MISSOURI 


Dr. Richard J. Bing, St. Louis, has been named to 
the Scientific Advisory Board of the Tobacco Industry 
Research Committee. 


Dr. Frank R. Bradley, St. Louis, Director of Barnes 
Hospital, has been named a life member of the 
American Hospital Association, a designation conferred 
on members of 30 years’ standing. 


Dr. C. Thorpe Ray, Columbia, has been elected 
President of the Southern Society for Clinical Re- 
search. Dr. Ray has also been named a Fellow of the 
New York Academy of Science. 


Dr. James P. Murphy, St. Louis, has been appointed 
Chairman of the Midwest States Division of the 
American Medical Education Foundation. 


Dr. W. Edward Lansche, resident in orthopedic 
surgery at Barnes Hospital and Washington University 
School of Medicine, has been awarded the first J. 
Albert Key Memorial Fellowship from Washington 
University School of Medicine. The presentation was 
made by Dr. Edward W. Dempsey, Dean of the Medi- 
cal School. 


Dr. Arthur W. Neilson and Dr. Edwin F. Vitt, both 
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Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 
Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Because of lack 
of space, it is necessary to limit the number of bibliographic 
references to twenty. Footnotes and references should con- 
form to the following style: 


1. Doe, J. E.: What You Should Know 
about It, New England J. Med. 
243:435, 1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 

Reprints: Reprints are available at publisher's cost. An 
order form will accompany author's galley proof and should 
be returned with the galley to the Editor. 


Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 

Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, M.D., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 

Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, 2601 
Highland Avenue, Birmingham 5, Alabama. 
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Neurological and Psychological Deficits of Asphyxia Neona- 
torum. Edited by Wm. F. Windle, Ph.D., Sc.D., Chief of the 
Laboratory of Neuroanatomical Sciences, National Institute of 
Neurological Diseases and Blindness, National Institutes of 
Health, Bethesda, Maryland. 289 pages. Springfield, IIl.: 
Charles C. Thomas, Publisher, 1958. Price $8.00. 


Pathogenesis and Treatment of Parkinsonism. Compiled and 
edited by William S. Fields, Professor and Head Division of 
Neurology, Baylor University College of Medicine. 372 pages. 
Springfield, Ill.: Charles C. Thomas, Publisher, 1958. Price 
$10.75. 


A Compendium of Research and Theory on Stuttering. By 
Charles F. Diehl, Ph.D., Professor of Psychology, University 
of Kentucky, Lexington, Kentucky. 306 pages. Springfield, 
Ill.: Charles C. Thomas, Publisher, 1959. Price $9.75. 


Basic Issues in Psychiatry. By Paul V. Lemkau, M.D., Pro- 
fessor, Public Health Administration, School of Hygiene’ and 
Public Health, Johns Hopkins University. 106 pages. Spring- 
field, Ill.: Charles C. Thomas, Publisher, 1958. Price $3.50. 


Childbearing Before and After Thirty-five. By Adrien Bleyer, 
M.D., Associate Professor Emeritus of Clinical Pediatrics, 
Washington University School of Medicine. 119 pages. New 
York: Vantage Press, Inc., 1958. Price $2.95. 


Surgical Pathology. By Lauren V. Ackerman, M.D., Professor 
of Surgical Pathology and Pathology; in collaboration with 
Harvey R. Butcher, Jr., M.D., Associate Professor of Surgery, 
both of Washington University School of Medicine. Second 
edition. 1,079 pages, with 1,114 illustrations. St. Louis: The 
C. V. Mosby Company, 1959. Price $15.00. 


Instrumentation in Anesthesiology. By William H. L. Dor- 
nette, M.D., Professor of Anesthesiology. and Head of the 
Department, University of Tennessee College of Medicine; and 
Verne L. Brechner, M.D., Assistant Professor of Anesthesiology, 
University of California School of Medicine. 237 pages. Phil- 
adelphia: Lea & Febiger, 1959. Price $8.00. 


Atomic Medicine. Edited by Charles F. Behrens, M.D., Roent- 
genologist, Yater Clinic, Washington, D. C. Third edition. 
705 pages. Baltimore: The Williams and Wilkins Company, 
1959. Price $15.00. 


Surface & Radiological Anatomy. By W. J. Hamilton, D.D., 
D.Sc., Professor of Anatomy in the University of London at 
Charing Cross Hospital Medical College; and G. Simon, M.D., 
B.Ch., Demonstrator of Radiological Anatomy in the Medical 
College of St. Bartholomew's Hospital, and Radiologist to the 
Diagnostic X-ray Department, St. Bartholomew's Hospital, 
London. 341 pages. Baltimore: The Williams & Wilkins Com- 
pany, 1958. Price $9.50. 


Cold Injury. Edited by M. Irene Ferrer, M.D., Assistant Pro- 
fessor of Clinical Medicine, Department of Medicine, Columbia 
University College of Physicians and Surgeons. 320 pages. 
a N. J.: Madison Printing Company, Inc., 1958. Price 
5.95. 


Diseases of the Nervous System. By Sir Francis Walshe, M.D., 
D. F.R.S. Fellow of the Roval College of Physicians of 
London; Fellow of University College, London; Consulting 
Physician to University College Hospital and to the National 
Hospital for Nervous Diseases, Queens Square. 373 pages. 
Baltimore: The Williams and Wilkins Company, 1958. 


Lumbar Disc Lesions. By J. R. Armstrong, M.D., M.Ch., 
F.R.C.S., Orthopaedic Surgeon to the Metropolitan Hospital 
and to the Lambeth Hospital. Second Edition, 242 pages. 
Baltimore: The Williams and Wilkins Co., 1958. Price $12.00. 


Transportation of the Injured. By Carl B. Young, Jr., M.P.H.;: 
and Carl B. Young, M.D. 233 pages. Springfield, Ill.: Charles 
C. Thomas, Publisher, 1958. Price $6.75. 


Ideals in Medicine. Edited by Vincent Edmunds, M.D.; and C. 
Gordon Scorer, M.D. 188 pages. Chicago: The Christian Med- 
ical Society, 1958. Price $3.00. 


Human Parturition. Normal and Abnormal Labor. By Norman 
F. Miller, M.D., Professor of Obstetrics and Gynecology; T. N. 
Evans, M.D., Associate Professor of Obstetrics and Gynecology; 
and R. L. Haas, M.D., Late Associate Professor of Obstetrics 
and Gynecology, all of the University of Michigan Medical 
School. 238 pages. Baltimore: The Williams and Wilkins Com- 
pany, 1958. Price $7.50. 
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The Art of Listening. By Dominick A. Barbara, M.D., Prac- 
ticing Psychoanalyst Associated with the American Institute for 
Psychoanalysis. 192 pages. Springfield, Ill.: Charles C. Thomas, 
Publisher, 1958. Price $5.50. 


Outline of Fractures, Including Joint Injuries. By John Craw- 
ford Adams, M.D., Consultant Orthopaedic Surgeon, St. Mary’s 
Hospital, London. 257 pages. Edinburgh and London: E. & §. 
Livingstone, Ltd., 1958. Price $6.50. 


The Sedimentation Rate of Human Erythrocytes. By Frank 
Wright, M.D. 43 pages. New York: Vantage Press, Inc., 1958. 
Price $2.50. 


Behavioral Analysis. David M. Levy, M.D., Clinical Professor 
of Psychiatry, Columbia University. 358 pages. Springfield, 
Ill.: Charles C. Thomas, Publisher, 1958. Price $9.50. 


Practical Blood Grouping. By F. Stratton, M.D., D.Sc., D.P.H., 
Director, Blood Transfusion Service, Manchester; and P. H. 
Renton, M.D., B.Sc., Deputy Director, Blood Transfusion Serv- 
ice, Manchester. 315 pages. Springfield, Ill.: Charles C. 
Thomas, Publisher, 1958. Price $9.00. 


Clinical Chemistry in Practical Medicine. By D. P. Stewart, 
D.Sc., Ph.D.; and D. M. Dunlop, B.A., M.D. Edinburgh and 
London: E. & S. Livingstone, Ltd., 1958. Price $6.75. 


Psychotherapeutic Drugs. Ashton L. Welsh, M.S., M.D., As- 
sistant Professor of Dermatology and Syphilology, University of 
Cincinnati. 116 pages. Springfield, Ill.: Charles C. Thomas, 
Publisher, 1958. Price $4.75. 


Having a Baby. By J. F. Robinson, M.B., Ch.B. Baltimore: 
The Williams & Wilkins Company, 1958. Price $2.50. 


Ciba Foundation Symposium on Amino Acids and Peptides 
with Antimetabolic Activity. Edited by G. E. W. Wolsten- 
holme, O.B.E., M.A., M.B., C. CH.; and Cecilia M. O’Connor, 
B.Sc. 275 pages. Boston: Little, Brown and Company, 1958. 
Price $8.75. 


Small Patients. By Alton Goldbloom, M.D., Head Department 
of Pediatrics, McGill University. 316 pages. Philadelphia: 
J. B. Lippincott Company, 1959. Price $4.50. 


Viral and Rickettsial Infections of Man. Edited by Thomas 
M. Rivers, M.D.; and Frank L. Horsfall, Jr., M.D. 924 pages. 
Philadelphia: J. B. Lippincott Company, 1959. Price $8.50. 


Drinking and Intoxication. Edited by Raymond C. McCarthy, 
Associate Professor Health Education, Yale University. 445 
pages. Glencoe, Ill.: The Free Press, 1959. Price $7.50. 


Treatment of Cancer and Allied Diseases. Edited by George T. 
Pack, M.D.; and Irving M. Ariel, M.D. Second Edition. 291 
pages. New York: Paul B. Hoeber, Inc., 1959. Price $15.00. 


Bone Tumors. By Louis Lichtenstein, M.D., Chief Pathologist, 
General Medical and Surgical Hospital, Veterans Administra- 
tion Center, Los Angeles. 396 pages. St. Louis: The C. V. 
Mosby Company, 1959. Price $12.00. 


Clinical Obstetrics and Gynecology. Symposium on Operative 
Obstetrics. Edited by J. Robert Willson, M.D., and Symposium 
on Genital Cancer. Edited by Daniel G. Morton, M.D. 1,126 
pages. New York: Paul B. Hoeber, Inc., 1958. 


The Demonstration Clinic. By David M. Levy, M.D., Clinical 
Professor of Psychiatry, Columbia University. 118 pages. 
Springfield, Ill.: Charles C. Thomas, Publisher, 1959. Price 
$5.00. 


Occupational Allergy. Lectures held during a course on Oc- 
cupational Allergy at the Hague in May, 1958, organized by 
the Netherlands Society of Allergy. 329 pages. Springfield, 
Ill.: Charles C. Thomas, Publisher, 1958. ; 


Clinical Flame Photometry. By Henry A. Teloh, M.D., Assis- 
tant Professor of Pathology, Northwestern University Medical 
School. 93 pages. Springfield, Ill.: Charles C. Thomas, Pub- 
lisher, 1959. Price $4.50. 


Anomalies of Infants and Children. By D. McCullagh Mayer, 
D.D.S., M.D., Associate Professor of Plastic Surgery, New York 
Medical College; and Wilson A. Swanker, M.D., Professor of 
Plastic and Aesthetic Surgery, Arkara, Turkey. 436 pages. 
New York, Toronto, London: McGraw-Hill Book Company, 
Inc., 1958. Price $12.00. 
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Viral Encephalitis. A Sypmosium, Fifth Annual Scientific 
Meeting of the Houston Neurological Society 


Compiled and Edited by William S. Fields, M.D., 
Professor and Chairman, Division of Neurology; and 
Russell J. Blattner, M.D., Professor and Chairman, 
Department of Pediatrics, Baylor University College 
of Medicine. 225 pages. Springfield, Ill.: Charles C. 
Thomas, Publisher, 1958. Price $7.00. 

This volume is a compilation of the proceedings of 
a symposium on viral encephalitis held under the aus- 
pices of the Houston Neurological Society. Eminent 
investigators present their views on the classification, 
serologic relationships, epidemiology, clinical and lab- 
oratory diagnosis, postencephalitic manifestations and 
pathology of this important group of diseases. The sec- 
tion on pathology of viral disease in man, which was 
presented by Dr. Webb Haymaker and his associates, 
is concerned with viral diseases characterized by the 
presence of nuclear inclusions and particularly those 
affecting the central nervous system. This section is 
well illustrated by photomicrographs and a series of 
relevant case reports. A pertinent bibliography follows 
each section. 

This work will be of considerable interest to all 
clinicians and pathologists, It deserves a wide circula- 
tion. 


Neurological and Psychological Deficits of 
Asphyxia Neonatorum 


Edited by Wm. F. Windle, Ph.D., Sc.D., Chief of the 
Laboratory of Neuroanatomical Sciences, National 
Institute of Neurological Diseases and Blindness, 
National Institutes of Health, Bethesda, Maryland. 
289 pages. Springfield, Ill.: Charles C. Thomas, Pub- 
lisher, 1958. Price $8.00. 


At a time when the general subject of cerebral palsy 
and mental retardation are being investigated with 
renewed interest and enthusiasm by clinicians and re- 
search workers in several disciplines, this volume is 
most welcome. This monograph is the fourth in a 
series of symposia in neurology and describes the trans- 
actions of “Conference on Asphyxia Neonatorum, 
Brain Damage and Impairment of Learning,” which 
was held during 1956 at the University of Puerto Rico 
under the auspices of the University and the National 
Institute of Neurological Diseases and Blindness. The 
sponsors include United Cerebral Palsy, Association 
for the Aid of Crippled Children, the National Mul- 
tiple Sclerosis Society and the National Science Foun- 
dation. Twenty-eight investigators contributed to these 
proceedings, and the subjects under discussion include 
the relationship of asphyxia neonatorum, cerebral 
palsy and mental retardation, pertinent experimental 
studies, factors influencing survival after asphyxia neo- 
natorum and the relevant neuropathology, physiology 
and clinical implications. 


This is a very attractively bound and _ illustrated 
volume and contains an excellent bibliography and 
index. It is recommended to all clinicians and investi- 


gators who are concerned with this general subject. It 
deserves a place in all medical libraries. 


Pathogenesis and Treatment of Parkinsonism 


Compiled and edited by William S. Fields, Professor 

and Head Division of Neurology, Baylor University 

College of Medicine. 372 pages. Springfield, IL: 

Charles C. Thomas, Publisher, 1958. Price $10.75. 

This monograph is the fourth in a series of pub- 
lished symposia of the Houston Neurological Society. 
The material it contains was presented during a pro- 
gram on “Treatment and Pathogenesis of Parkinson- 
ism,” given at the society’s annual meeting in 1958. 
The editor has skillfully assembled the subject mate- 
rial which includes the epidemiology, neurophysiology 
and neuroanatomy, experimental studies, pathology 
and clinical considerations of this disorder. The vari- 
ous attempts at surgical treatment are clearly described 
by the surgeons who devised the procedures. The pho- 
tographs of injection studies describing the vascular 
supply of the base of the brain are very well executed 
and will be of great interest to all neurologists, neuro- 
surgeons and radiologists. The illustrations of patho- 
logic specimens and the radiographic reproductions 
are of high caliber. 

This is a most comprehensive and relevant collec- 
tion of information on the subject and is highly rec- 
ommended to all neurologists, neurosurgeons, and 
others who are interested in diseases of the basal 
ganglia. 


System of Ophthalmology. Vol. 1. The Eye of Evolution 


By Sir Stewart Duke-Elder, G.C.V.A., M.A., LL.D., 
Ph.D., DSc, MD. DM. FRCS. FRCSE., 
F.A.CS., F.R.A.C.S. 778 pages, St. Louis: The C. V. 
Mosby Company, 1958. Price $27.50. 


Duke-Elder is probably the most frequently quoted 
author in ophthalmic literature. The seven-volume 
textbook, started in 1934 and completed in 1954, is the 
standard book in its field. The present volume is the 
beginning of a new system of ophthalmology which is 
proposed to be more inclusive in scope and detail. It 
will encompass the many new facts of basic knowledge 
in ocular physiology, pathology, and therapeutics. The 
evolutionary changes, the comparative anatomy and 
physiology described in this book are of interest to 
general biologists as well as ophthalmologists. The 
eye as a sensory organ is unique in that it is actually 
part of the brain, but is more accessible to objective 
study. 


The text is divided into four parts. The Effect of 
Light on Living Organisms describes general physiologic 
manifestations of light. The Evolution of the Visual 
Apparatus discusses the morphology and anatomy of 
the ascending evolutionary scale. The Function of the 
Eyes of Animals, and Part IV on Evolutionary By- 
Ways, include chapters describing the many types of 
eye and the many ways in which the eyes of varying 
organisms perceive light stimuli. 
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For a complete ophthalmic reference library the first 
book of Sir Stewart Duke-Elder’s new system is def- 
initely recommended. 


Bacterial and Mycotic Infections of Man 


Edited by Rene J. Dubos, Ph.D., The Rockefeller 
Institute. Third Edition, 116 illustrations, 796 pages. 
Philadelphia: J. B. Lippincott Company, 1958. Price 
$8.50. 

This excellent text and reference continues the same 
high quality of presentation established in the first 
edition ten years ago. The individual chapters written 
by highly competent investigators and teachers are 
designed primarily for the student and teacher. Those 
whose major interests are in a particular bacterium or 
problem related to a particular bacterium of fungus 
will not find some of the more special or detailed ref- 
erences dealing with their special subject, but the book 
is not meant to be exhaustive. It is certainly adequate 
for medical students and graduate students of micro- 
biology. 

Those interested in the clinical aspects of the infec- 
tions caused by bacteria or fungi will find the chapters 
lacking in detail, but since the aim has been to give 
a general picture rather than the minute details of 
any aspect such as the clinical features, the coverage is 
sufficient. The clinical details can be obtained else- 
where and numerous references are given. 


Several “Bonus” chapters add to the value of the 
book. These are the chapters dealing with serology 
and immunity, the allergic state, the blood groups 
and the principles of epidemiology. 


One part of the chapter on the hemolytic strepto- 
cocci on grouping and typing of streptococci has been 
omitted from the second and third edition. This was 
a very helpful description and although it can be ob- 
tained readily by referring to the first edition, its 
inclusion in future editions might be desirable. 


This book will be a valuable addition to the libra- 
ries of medical students and graduate students of 
microbiology, and to pediatricians and internists who 
desire to know more than the routine about their 
patients bacterial and mycotic infections. 


Systemic Ophthalmology 


Edited by Arnold Sorsby. Second Edition, 682 pages. 
St. Louis: The C. V. Mosby Company, 1958. Price 
$25.00. 


The title of this book was selected because it is 
intended to include material of value to physicians 
who have wider interests than mere local ophthalmic 
disease. 

The first edition was written in 1951 by a number 
of authors from the United Kingdom, the United 
States and elsewhere, who were felt to have particular 
knowledge in the field under discussion. Those col- 
laborators have revised their material in keeping with 
the present state of progress, Prenatal influences, both 
genetic and environmental, are included. The ocular 
manifestations of systemic, inflammatory, nutritional, 
metabolic, and endocrine disturbances are discussed. 
The ocular reactions to the central nervous system, 
cardiovascular, and hemopoietic abnormalities are de- 
scribed. 
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The text is illustrated with an adequate number of 
photographs, including twenty-four color plates, not 
only of the internal, external eye and adnexa, but of 
the associated dermatologic, neurologic or other 
systemic illness. 


Viral and Rickettsial Infections of Man 


Edited by Thomas M. Rivers, M.D., and Frank L. 
Horsfall, Jr., M.D. 924 pages. Philadelphia: J. B. 
Lippincott Company, 1959. Price $8.50. 

The third edition of this book appearing under the 
co-editorship of Horsfall and Rivers is not just a new 
edition, it is an entirely new book, each of the chap- 
ters having been largely rewritten. The tremendous 
advances which have been made ever since the second 
edition, necessitated its complete rewriting. The in- 
troduction of tissue culture technic for the study of 
viruses and viral diseases has alone made possible the 
discovery of new diseases and advances in knowledge 
of old diseases. 


Its companion volume “Bacterial and Mycotic In- 
fections of Man” edited by Dubose suffers by com- 
parison on the growth curve, the latter being prac- 
tically the same length as is the first edition of 1948, 
whereas “Viral and Rickettsial Infections of Man” has 
almost doubled in length. One gets the general im- 
pression too that the volume on viruses and Rickettsia 
is truly a brand new fresh start, whereas the one on 
bacterial and mycotic diseases has not changed much 
since the original edition. 


The list of authors of the different chapters are all 
with one exception (an Englishman) on the varsity 
squad of American microbiologists. The excellence 
of the various chapters is enhanced by extensive refer- 
ence to the work of top flight investigators of many 
nations throughout the world. In this day and age, to 
be comprehensive, a work of this type must be in- 
ternational in. scope. 


The book begins with basic concepts of viruses and 
host-parasite relationships, followed by chick-embryo 
and tissue culture technics of virus culture. The ex- 
cellent chapter on epidemiology, one of the funda- 
mental tools of the study of viral and rickettsial dis- 
eases, is similar to the one in Dubose. There are three 
chapters on poliomyelitis, many new viruses such as 
the ECHO and adenovirus groups are discussed, and a 
newly described disease hemorrhagic fever is presented. 
All of the common viral diseases such as rubella, 
mumps, varicalla and the like are dealt with in detail 
and a long list of the more exotic virus infections such 
as Newcastle disease and cat scratch disease are cov- 
ered. Altogether this is a thoroughly excellent book. 


Anomalies of Infants and Children 


By D. McCullagh Mayer, D.D.S., M.D., Associate 

Professor of Plastic Surgery, New York Medical Col- 

lege; and Wilson A. Swanker, M.D., Professor of 

Plastic and Aesthetic Surgery, Arkara, Turkey. 436 

pages. New York, Toronto, London: McGraw-Hill 

Book Company, Inc., 1958. Price $12.00. 

The title “Anomalies of Infants and Children” is 
slightly misleading since in addition to anomalies 
several acquired conditions such as burns and other 
accidents are well covered. 
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I am sure that all of us at times have been em- 
barrassed at being confronted with some rare anomaly 
in an infant which we could not classify. This book 


_will help us greatly in such a situation. 


In a very orderly and usable manner the authors 
have arranged the well illustrated descriptions of the 
wide range of anomalies which the physician may 
encounter in his practice along with the salient points 
in their diagnosis. Likewise, they include accurate 
though in some instances rather brief outlines of 
treatment which may serve as a guide until one may 
refer to a more detailed text. 


A History of Public Health 


By George Rosen, M.D., Professor in Public Health 
Education, Columbia University. 238 pages. New 
York: M.D. Publications, Inc., 1958. Price $5.75. 


This excellent history of public health is the first 
comprehensive account from an international view- 
point of community health action. In addition, it con- 
tains many brief but adequate summaries of the his- 
tory of various diseases which have been major health 
problems in the past. These summaries should be of 
great interest and value to students and teachers. The 
extensive bibliography will be most helpful for those 
who wish to delve more deeply into any particular 
subject. 

The author’s free-flowing, easy style and his ability 
to make critical evaluation of historical events be- 
cause of his extensive experience in the study and 
writing of medical history, combine to make the book 
easy reading and stimulating, and for this reason its 
appeal should be as great to those interested in history 
or knowledge for their own sake as to those directly 
involved with public health, medicine or sociology. 

If ever there was a book which should be required 
reading for medical students this is one. At least once 
in his career he would be aware of some of the great 
events which have occurred in the past and which 
have helped to bring man and medicine to the present 
state of excellence or mediocrity (depending on one’s 
point of view). Books like this should help remedy 
the situation that A. L. Bloomfield recently decried 
when he stated: “There is a real danger that we shall 
become completely cut off from our medical past and 
relapse into a sort of modern dark age.” 


Eye Surgery 


By H. B. Stallard, M.B.E., M.A., M.D. (Cantab.), 

F.R.C.S. (Eng.), Surgeon, The Moorfields Eye Hos- 

pital and St. Bartholomew’s Hospital. Third Edi- 

tion, 858 pages, with 671 illustrations. Baltimore: 

The Williams & Wilkins Company Ltd., 1958. Price 

$18.00. 

This edition of a standard work has been greatly 
enlarged from the two earlier publications, having 
twice as many pages as the original of 1946. The for- 
mat is the same but the necessary deletions and addi- 
tions have been made to conform with present ideas. 
The many illustrations are drawn by the author. They 
aid greatly in the understanding of the written ma- 
terial as the surgical, rather than the artistic features, 
are stressed. The general principles and basic surgical 
anatomic facts are well presented. 
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This textbook is sufficiently comprehensive to be 
included in all surgical libraries. 


Modern Trends in Anesthesia 


Edited by Frankis T. Evans, M.B., B.S., F.F.A.R.CS., 

D.A.; and T. Cecil Gray, M.D., F.F.A.R.CS. 318 

pages. New York: Paul B. Hoeber, Inc., 1958. Price 

$15.00. 

The authors state in the preface that their aim in 
writing this book was to present a review of new 
knowledge covering a wide area of theory as well as 
practice, and by scanning the horizons for signs of 
the direction we are moving, to interlace facts with 
speculation in order to put the readers in line with 
the more recent thoughts. Enlisting the contributions 
of twenty-one distinguished authorities, they admirably 
succeed in this ambitious program. 

Each of the contributors takes up an important 
phase of anesthesia and reviews it from the standpoint 
of theory, background and trends. The approach to 
the subject is refreshingly different and thought- 
provoking, and the material is well documented with 
references. There are some excellent discussions on 
pulmonary ventilation, surgical trauma and anesthetic 
fatalities. Several chapters at the end are devoted to 
discussing trends in anesthetic research in the United 
States and other countries. 

This book is one of the best of its type, and would 
be recommended as worthwhile reading to all who 
are interested in this field of medical practice. 


Doctor Squibb 


By Lawrence G. Blochman. 371 pages. New York: 

Simon and Schuster, 1958. Price $5.00. 

The title page of this book indicates that it is a story 
of the life and times of a rugged idealist and such it is. 
The author has written a straightforward biography 
without frills of a man of great character. Doctor 
Squibb, a Quaker, spent the first years of his life as a 
physician as a medical officer in the United States 
Navy. He had a great struggle with his conscience at 
the time he decided to join the Navy, because the 
Navy being a fighting organization did not fit ex- 
actly into the Quaker concept of a peace loving or- 
ganization. While serving in the Navy he had first- 
hand experience with the poor quality of drugs which 
pharmaceutical firms furnished not only to the Navy 
but the Army and civilian medical practice at that 
time. From this time on it became a major goal in 
life to make pure high quality pharmaceuticals for 
use of the medical profession. 

A man of lesser character and moral strength could 
not have withstood the many trials and tribulations 
he went through. These included several devastating 
fires in his laboratories in Brooklyn, during one of 
which he received serious burns, which left him with 
disfiguring facial scars for the rest of his life. His 
wife became an epileptic and her health was always 
a great worry to him. The greatest battle he fought 
throughout his life was concerned with the battle for 
pure drugs, but it was not until many years after he 
began his fight that the Federal Pure Food and Drug 
Act became law. “The Federal Pure Food and Drug 
Act of 1906, with its subsequent amendments to safe- 
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guard life and health in the nation by outlawing false 
_and extravagant claims, forbidding adulteration, set- 
ting up the U. S. Pharmacopoeia as legal standard, 
and requiring non-official preparations to list ingredi- 
ents on the label is the posthumous triumph of Dr. 
Squibb’s crusade.” 


From its beginning in a small laboratory in Brooklyn 
Dr. Squibb’s “shoestring” operation has become a mul- 
timillion dollar organization with worldwide influence, 
E. R. Squibb and Son. The words which appear on 
every Squibb’s label are: “Reliability,” “Uniformity,” 
“Purity,” and “Efficacy,” characterize this fine man. 


Clinical Endocrinology 


By Karl E. Paschkis, M.D., Associate Professor of 

Medicine and Associate Professor of Physiology; 

Abraham E. Rakoff, M.D., Clinical Professor of 

Obstetrics and Gynecologic Endocrinology; and 

Abraham Cantarow, M.D., Professor of Biochemistry, 

all of Jefferson Medical College, Philadelphia. 880 

pages with 274 illustrations, 6 in color. New York: 

Paul B. Hoeber, Inc., 1958. Price $18.00. 

This is a comprehensive and very complete text. 
The problems presented in the field of clinical en- 
docrinology have multiplied in the past twenty-five 
years, but the widening of the scope of coverage has 
fortunately been associated with a clearer understand- 
ing of the physiological mechanisms at fault. Now 
more effective and logical therapeutic agents are avail- 
able as a consequence of clearer physiological under- 
standing and improvement in chemical extractions and 
synthesis. It is, therefore, understandable that the 
three authors of this textbook have interesting com- 
plementing backgrounds, in addition to a common 
denominator of interest in the field of endocrinology, — 
a clinician, a gynecologist and obstetrician, and a_ bio- 
chemist. 


There are ten sections of the book, each replete 
with information relative to a_ specific endocrine 
gland:—the anterior pituitary, the posterior pituitary, 
the thyroid, the adrenal cortex, the adrenal medulla, 
the ovaries, the placenta, the testes, the pancreas, and 
the para-thyroids. The format is basic, a discussion 
of the anatomy and physiology, then a review of the 
information available as to the problems associated 
with hyperfunction of the organ and then with hypo- 
function. Each section is extremely well done. An 
eleventh section is devoted to an excellent study of 
the problems of obesity and a twelfth section is a use- 
ful one, devoted to a discussion of procedures and 
methods of study, and a review of certain available 
commercial hormone preparations. 

Minor differences of opinion may be suggested, for 
example on page 707, the diagram of site for the 
insulin injection uses rather painful areas on the dor- 
sal and inner aspects of the arms and thighs. The 
major opinion now is that the renal lesion of inter- 
capillary glomerulosclerosis is not specific for dia- 
betes and the retinal capillary aneurysmal lesion is a 
specific finding in the diabetic. The text under dis- 
cussion takes a contrary view. Again, most endocrinolo- 
gists describe the normal glucose tolerance test as one 
in which the blood sugar returns to normal two hours 
after glucose is ingested rather than at three hours, as 
suggested in the textbook. 
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This is the second edition, the first was printed in 
1954. The authors have produced an excellent refer- 
ence book for both undergraduates and graduate stu- 
dents in endocrinology. The publisher has printed in 
type and format an easily readable book. The 274 il-’ 
lustrations are distinct and helpful. The book is to be 
recommended. 


Tumors and Tumorous Conditions of the Bones and Joints 


By Henry L. Jaffe, M.D., Director of Laboratories 

and Pathologist, Hospital for Joint Diseases, New 

York. 618 pages with 701 illustrations on 194 figures. 

Philadelphia: Lea & Febiger, 1958. Price $18.50. 

This is a well-written, extremely well-illustrated at- 
las of bone and joint tumors. Care has been taken to 
attempt to correlate the author’s own concepts with 
those of others giving adequate review to any variation 
which may occur. 

The work stresses the importance of the combined 
approach of the radiologist, pathologist and surgeon 
to the satisfactory solution to some of these more dif- 
ficult bone and joint neoplasms. 

The text is concise with an adequate review of pre- 
vious work but primarily aimed at the history, physi- 
cal findings, roentgenological appearance, differential 
diagnosis, selection of treatment and microscopic ap- 
pearance. These areas are very well covered in a 
manner which permits easy reading. 

The reproduction of the illustrative material is 
very well done and extremely clear except for a few 
of the photomicrographs. 

The book is an excellent reference for anyone un- 
dertaking the treatment of bone and joint disease and 
of particular interest to the orthopedic surgeon. 


Diseases of the Nervous System 


By Sir Francis Walshe, M.D., D.Sc., F.R.S. Fellow of 
the Royal College of Physicians of London, Fellow of 
University College, London, Consulting Physician to 

University College Hospital and to the National 

Hospital for Nervous Diseases, Queens Square. 373 

pages. Baltimore: The Williams and Wilkins Com- 

pany, 1958. 

In this ninth edition of a well-known textbook the 
author has altered the section on vascular disorders of 
the brain to include some of the more recent studies 
regarding extracranial arterial occlusion and cerebro- 
vascular insufficiency. There have also been some 
changes in the introductory sections to deal with such 
subjects as the brain stem activating systems and some 
of the more recent concepts regarding cutaneous sensi- 
bility. The author’s son has contributed two chapters 
on the neurologic complications of liver disease and 
hepatolenticular degeneration. This addition to the 
text is of value not only because of the new informa- 
tion which it presents, but, in a wider sense, because it 
reflects the close relationship which must exist be- 
tween general medicine, neurology and pathology. 

It is always a pleasure to recommend successive edi- 
tions of this book to students and practicing physicians 
because it is a very lucid and concise introductory 
work and it possesses literary attractiveness found in 
few textbooks on the contemporary scene. 
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Underweight Children Gain and Retain Weight 
with Nilevar’ 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 
thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 


Anorexia and “Weight Lag” Study— Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as weil as those whose only 
complaints were poor appetite and/or persist- 
ent failure to gain weight. 

In this study, the weight gained was not lost 


after discontinuance of Nilevar therapy al- 
though many patients did not continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Brown,S.S.; Libo, H. W., and N b ,A.H.: Norethandrol 
in the Successful M of A ia and *‘Weight Lag’’ in 
Children, Scientific Exhibit presented at the Annual Meeting of the 
American Academy of Pediatrics, Chicago, Oct. 20-23, 1958. 
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EFFICIENT PEDIATRIC PRODUCTS. 


Quadrupled 
Sulfonamide 


In the efficient management of infectious 
diseases of children, four time-tested sulfas 
confer multiple therapeutic advantages .. . 
at fractional dosage of each... for maximum 
potency, greater solubility in urine, pro- 
longed high blood concentrations and mini- 
mum risk of crystalluria. Delicious coconut- 
custard flavored suspension, pints and gal- 
lons—or tablets, bottles of 100 and 1000. 


Therapy 


Complete literature 
to physicians on request. 


KATRASUL 


High! LO 
Effective 
Anthelmintic 


Vermizine’s principal ingredient, piperazine 
gluconate, quickly and effectively halts and 
eliminates pinworm and roundworm in- 
festation in children and adults. 

Pleasantly strawberry-flavored for ready 
patient acceptance, Vermizine is adminis- 
tered on a basis of body weight, and accord- 
ing to a predetermined daily dosage schedule. 
Usual hygienic and sanitary measures should 
be employed with all patients. It is well 
tolerated, economical, safe and effective. 
Try it, doctor, in your next troublesome 
case. Available in pints and gallons. 


VERMIZINE 


CHICAGO PHARMACAL COMPANY: CHICAGO, ILLINOIS 


general use... 


in general practice 


fast, effective and long-lasting relief from... 


BURNS -— sunburn, cooking, ironing 


PAIN — hemorrhoids and inoperable anorectal 
conditions, cuts and abrasions, cracked nipples 


ITCHING — insect bites, poison ivy, pruritus 


The water-soluble, nonstaining base melts 
on contact with the tissue, releasing the Xylocaine 
for immediate anesthetic action. It does not 


interfere with the healing processes. 


>, Astra Pharmaceutical Products, Inc., 
Worcester 6, Mass., U.S.A. 


XY LOCAIN E* 


(brand of lidocaine*) 


OINTMENT 2.5% & 5% 


*u.s. PAT. NO. 2,441,498 MADE IN U.S.A. 
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If he needs nutritional support... 


he deserves 


GEVRAL 


Vitamin-Mineral Supplement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


yes, any rheumatic “itis” calls for 


g corticoid-salicylate g 


TABLETS 
compound 


SG-J-258 
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190,000 PHYSICIANS 
THE WORLD OVER DEPEND ON 
~ THE INTEGRITY BEHIND THIS NAME 


CARDIOGRAPH CARDIOSCOPE 
DEFIBRILLATOR HEARTPACER 


ELECTROSURGICAL UNITS | 
HOSPITAL- CLINIC - OFFICE 


ULTRASONICS DIATHERMY 
INFRARED ULTRAVIOLET 


GALVANIC . UNITS 
 ELECTROMUSCLE STIMULATORS 
VIBRABA 


and 
. THE FAMOUS HYFRECATOR | 


Los Angeles 32, California 


ESPECIALLY BENEFICIAL 
IN ALLERGIC RHINITIS 


COR-TYZINE™ 


tetrahydrozoline hydrochloride — 
prednisolone 


superior nasal decongestant 
plus anti-allergic action 

Cor-Tyzine Nasal Solution, 0. 1%, V2 
oz. dropper bottles. Each cc. contains 
1 mg. tetrahydrozoline hydrochloride 


and 0.2 mg. prednisolone. Pediatric 
Nasal Drops, 0.05%, 1/2 oz. bottles, 
with ‘calibrated dropper. Each cc. con- 


tains 0.5 mg. tetrahydrozoline hydro- 
chloride and 0.2 mg. prednisolone. 
Note: Overdosage may cause drowsiness or 
deep sleep in infants children. 
Use Pediatric Nasal Breps (0. 05%) for 
children under six years. 


Science for the world’s well-being 


PFIZER LABORATORIES, Brooklyn 6, 
Division, Chas. Pfizer & Co., Inc. : 


» “When he sees it engraved. 
ona Tablet of Quinidine Sulfate. 
he.has the assurance that, 
* the Quinidine Sulfate is produced 
from Cinchona Bark, is‘alkaloidally 
ee standardized, and therefore of 
and quality... 


When the physician writes “DR”. . 
(Davies, Rose) on his prescriptions . 


Tablets Quinidine Sulfate, he.is 
vassured that-this “quality” tablet 


is dispensed to his, patient. 


_ Rx Tablets Quinidine Sulfate Natural 
Gram (or 3 grains) 
Rose 


“Clinical samples sent to. physicians on 


Davies, Rose & Limited 
Mass. 
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three essential steps 
help overweight patients 


supervision by the 
physician 


a balanced 
eating plan 


eat to live, 
not live to eat 


medication 


Frequently a patient loses weight while on a spe- 
cial diet, then soon gains it back again. Obedrin 
is a valuable aid to this type of patient. It curbs 
unhealthy food craving while the patient estab- 
lishes correct eating habits. Thus he becomes able 
to maintain optimum weight. 


and the 60-10-70 Basic Plan. 
provide an effective weight control regimen 


Each capsule or tablet provides: 


Semoxydrine® HC1 (methamphetamine HC1), 5 mg., for 
its anorexigenic and mood-lifting effects 
Pentobarbital, 20 mg., to guard against excitation 


Thiamine Mononitrate, 0.5 mg., Riboflavin, 1 mg. and 
Nicotinic Acid (Niacin), 5 mg., to supplement the diet 


Ascorbic Acid, 100 mg., to help mobilize tissue fluids 


Bristol, Tennessee - New York + Kansas City + San Francisco THE S. E. Vi ASSENGILL COMPANY 
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for dependable 
control of appetite 


...4 flexible 


lunch dinner 


The Obedrin formula permits a flexible 
dosage schedule which depresses the appetite 
when it is most important to do so—at peak 
hunger periods. The physician can 
adjust the dosage to fit each patient’s need. 


CObedrin 


and the 60-10-70 Basic Pian 
advantages of Obedrin 


A dependable anorexigenic agent 
A flexible dosage form 


Minimal central nervous stimulation 


Used with the 60-10-70 
Vitamins to supplement the diet Write for 60-10-70 Basic Plan, Obedrin offers 


i d menus, weight charts, an ideal weight-control regi- 
No hazards of impaction and samples of Obedrin. men for the overweight patient. 


Bristol, Tennessee New York Kansas City San Francisco THE S. E. ASSENGILL COMPANY 
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D BROTHERS 


LLOY 


for dependable 
control of appetite 
... 4 flexible 
dosage form 


tablets or 
capsules 


lunch dinner evening ; 
snack 


The Obedrin formula permits a flexible 
dosage schedule which depresses the appetite 
when it is most important to do so—at peak 
hunger periods. The physician can 
adjust the dosage to fit each patient’s need. 


CObedrin 


and the 60-10-70 Basic Pian 
advantages of Obedrin 


A dependable anorexigenic agent 
A flexible dosage form 


Minimal central nerv timulati 
inimal central nervous stimulation with the 


Vitamins to supplement the diet Write for 60-10-70 Basic Plan, Obedrin offers 
; ' menus, weight charts, an ideal weight-control regi- 
No hazards of impaction and samples of Obedrin. men for the overweight patient. 


Bristol, Tennessee - New York + Kansas City - San Francisco THE S. E. FVPASSENGILL COMPANY 
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New revitalizing tonic = 
brightens &: 


{/ 
1/4 


A sense of frustration and inadequacy, faulty nutrition, waning 

gonadal function—RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the / 
safe central stimulant, with a balanced complement of vitamins, calcium, tf 
and hormones acts to renew vitality, re-establish hormonal ' 
and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement...”! “Patients reported an increase in ff 
alertness, vitality and sense of well being.’ he 7, 


PRESCRIBE RITONIC 
for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 


Ritalin® hydrochloride 5 mg. 
methyltestosterone 1.25 mg. 
ethinyl estradiol 5 micrograms 
thiamin (vitamin B;) 5 mg. 
riboflavin (vitamin B:) 1mg. 
pyridoxin (vitamin Bs) 2 mg. 
vitamin By activity 2 micrograms 
nicotinamide 25 mg. 
dicalcium phosphate 250 mg. 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon. 
Supplied: Ritonic CAPSULES; bottles of 100. 


References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: To be published. 


RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 
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J of nervous, tense patients 
recovered or improved | 


For your patients, Miltown promptly checks emotional and 
muscular tension. Thus, you will make it easier for them to 
lead a normal family life and to carry on their usual work. 


For you, the choice of Miltown as the tranquilizer means the 
comfortable assurance that it will relieve nervousness and ten- 
sion without impairing your patient’s mental efficiency, motor 
control, normal behavior or autonomic balance. 


iltown 


Supplied: 400 mg. scored tablets, 200 mg sugar-coated tablets; bottles of 50. 


WALLACE LABORATORIES, New Brunswick, N. J. 


cm-9304 


<9 
1955. Lemere, F. LRWeSt mec 38, Oct. las. 4. Bend} B. and Matmocutti, C.: Lav i 
x 
ichiat. 18:695, selli: > J. Cling Exper. Psy en. 17: 1956. 6. Ber: 
ue, Biumenthal, Lordh, ka lak. 5373362, Dec. i956. H. A., Wood, J. A. 
and Dixon, H. H.: York Acad - 67:780, May 9, 1957. Hollists H., 1 
E.G. and St. Pier po Ann. New Yo Acad. Sc. § 39, May 9, g957. 9. Ge; gs: Kass. med. 3 
ostet. NOV. -VeC. i907. meeecker, W.: Klin. Mons i, Auzenh i. 
Winer pUSO, ang AG eurol. §5(1):36, d 958. 
med. ital. 149, Feb. astur, R J. Indian M. Prof Feb. 
‘95S. igiia, &. Mi Nie M EO, i953. ander, » Vardaglol. 
| 295 1952. 24 Moll os > Arah Pes Snrauer. Tr 
Li 2290S. <4. Arch. req jm eo. oprauer, int nat. 
Rec. GP Clinics ay 1958. 26. obinson, H. M.,@er. wouth. 
. Bouquerei, J., Naviau and Ann. med. Tapychol. ii 1958. 29. Reboul, E., Rebdo: 
Mo. and Vorgeuliie., C.: Maroc JULY i908. & LYOn Mea. NOV. 
Oi. LAMPNLEY, 2. M NOV. 49700. Oc. LOUAC AiiN., VEC. 
| 
\ 
\ 


SOUTHERN MEDICAL JOURNAL 


JUNE 1959 


( HYDROCHLOROTHIAZI0E) 


64 
| 
| 
| 
| | | 
| 
| 
Tit 
q 
\ 
| 


1959 VOLUME 52 SOUTHERN MEDICAL JOURNAL 65 


ROTHIAZIDE) 


(HYDROCHLOROTHIAZIDE ) 


Initiate therapy with HYDRODIURIL: one 25 mg. tablet or one 50 mg. 
tablet once or twice a day. HYDRODIURIL by itself often causes an adequate 
drop in blood pressure over a period of two to three weeks. This may be all the 
therapy some patients require. 


Add or adjust other agents as required: HyprRoDIURIL enhances the - 
activity of all commonly-used antihypertensive agents; thus, the dosage of 

other medication (rauwolfia, reserpine, hydralazine, veratrum) should be initiated 
or adjusted as indicated by patient condition. If a ganglion-blocking agent is 
contemplated or being used, usual dosage must be reduced by 50 per cent. 


Adjust dosage of all medication: the patient must be frequently 
observed and careful adjustment of all agents should be made to establish 
optimal maintenance dosage. 


Supplied: 25 mg. and 50 mg scored tablets HYDRODIURIL (Hydrochlorothiazide) bottles of 100 and 1,000. 
Additional literature for the physician is available on request 


HYDRODIURIL is a trademark of Merck & Co., Inc. Trademarks outside the U. S.- DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC. 


Qo) MERCK SHARP & DOHME, Dwision of Merck & Co., INc., Philadelphia 1, Pa. 
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SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 


STAFF 
James P. King, M.D., Director 

Daniel D. Chiles, M.D. William D. Keck, M.D. 

Clinical Director J. William Giesen, M.D. 
James K. Morrow, M.D. Internist (Consultant) 
Clara K. Dickinson, M.D. Edward W. Gamble, III, M.D. 
Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph.D. Administrator 


Artie L. Sturgeon, Ph.D. 
AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 207% McCreery St., Beckley, W. Va. 
David M. Wayne, M.D. W. E. Wilkinson, M.D. 


they deserve 


CAPSULES—14 VITAMINS—11 MINERALS 


GEVRAL 


Vitamin- Mineral Supplement Lederle 


LEDERLE LABORATORIES, a Division of GQderte) 
AMERICAN CYANAMID COMPANY, Pearl River, New York 
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In Coronary 


Insufficiency... 


Your high-strung angina patient 


often expends a “100-yd. dash” 
worth of cardiac reserve 


through needless excitement. 


Miltrate 


Miltown® (meprobamate) + PETN 


Each tablet contains: 200 mg. Miltown and 
10 mg. pentaerythritol tetranitrate. 

Supplied: Bottles of 50 tablets. 

Usual dosage: 1 or 2 tablets 7+. before meals 
and at bedtime. Dosage should be individualized. 


Wal WALLACE LABORATORIES + New Brunswick, N. J. 


Curbs emotion 


as it boosts 
coronary 
blood supply 


CONTROL OF EMOTIONAL 
EXERTION with Miltrate 
leaves him more freedom 

for physical activity. 


IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 


increases his exercise tolerance. 


CML-9159-59  *TRADE-MARK 
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new... highly effective tranquilizel., 


Methoxypr 


NEW P 
Comparison of TENTONE usefulness 


USEFULNESS 
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lize, for extended office practice use 


Methoxypromazine Maleate LEDERLE 


NEW PHENOTHIAZINE COMPOUND FOR THE LOWER AND MIDDLE RANGE OF DISORDERS 


Positive, rapid calming effect in mild and moterate 
Striking freedom from organic toxicity, intolerance 
reaction—particularly at low dosage, ‘Greater? ree ton 
induced depression or drug habituation. May Se 
23 with other tranquilizers, to potentiate action of 
datives, narcotics. Facilitates’ management Of 
Mbsietric, and other hospitalized patients. Indiated whee 
Sete than a niild sedative effect is desired... and (han 
is involved. Dosage range: In mild to moderate cases 
to 100 mg. daily. In moderate to severe cases: 
ing, daily. 2 
LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Pearl River, New York 
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lizel,. for extended office practice use 


Methoxypromazine Maleate LEDERLE 


Siem Positive, rapid calming effect in mild and moderate cases, 
Striking freedom from organic toxicity, intoleranée, GF 
reaction—particularly at low dosage. Greater 
fom induced depression or drug habituation. = May De tae 
fil, as with other tranquilizers, to potentiate action of analgesiaues 
sedatives, narcotics. Facilitates management of 
Babstetric, and other hospitalized patients. Indicated 
More than a mild sedative effect is desired...and less than pays 
is involved. Dosage range: In mild to moderate 
fom 30 to 100 mg. daily. Jn moderate to severe cases: from 79 &@ 
me. daily. 


LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Pearl River, New York 


NEW PHENOTHIAZINE COMPOUND FOR THE LOWER AND MIDDLE RANGE OF DISORDERS 
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NEW AND EXCLUSIVE... the only 5-action, 


one-tablet treatment... for comprehensive 
control of your asthma patients, prescribe 


THESE 
PHENOMENA 


1. Bronchospasm 
os 2.. Local bronchial edema 
Allergic complications 
4. Tenacious mucus 


§. Anxiety-tension 


DISTURBING 


CONTROLLED 


Bronchodilator 


APPROPRIATELY ONE TABLET 


Diuretic << 


> Antihistaminic 


#> Expectorant 


Sedative 


BY A 


FORMULA: 
Ephedrine sulfate, 24 me. 
Theophylline, 100 mg. : 


Thenyldiamine HCI, 10 mg. 


Glyceryl guaiacolate, 100mg. 


Phenobarbital, 8 mg. 4 


CLINICALLY PROVEN -good to excellent results in 91% of 593 patients.’ 


WELL TOLERATED-side effects in these studies mild and temporary—incidence only 4.7%." 


INDICATIONS—For prevention or relief of the symptoms of allergic asthma, asthmatic bron- 
chitis, chronic bronchitis with emphysema, emphysematous bronchospasm. Also for the 
relief of bronchial asthma associated with hay fever, allergic rhinitis and nonseasonal upper 


respiratory allergies. 


DOSAGE-Adults: one tablet every 3 or 4 hours, four to five times daily. Children over six: 


one half the adult dosage. 


Available at all pharmacies. 


FOR PROMPT EMERGENCY RELIEF RO KE N 
hydrochloride 


(ethylnorepinephrine-Breon —10 cc. vials 2 mg./cc.) 


“... far more than a substitute for epinephrine ...”? 


GEORGE A. BREON & CO., NEW YORK 18, NEW YORK 


1. Personal communication. 2. Foland, J. P.: Postgrad. Med. 18:397 (Nov.) 1955. 
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new for total 
management 


inflamed, 
infected’ 

skin lesions 


Kenalog, Spectrocin and Mycostatin in Plastibase 


antipruritic /anti-inflammatory /antibacterial / antifungal iousjeczematoid dermatitis 
of ankie—5 years duration 


Mycolog Ointment — containing the new superior topical corticoid Kenalog — re- 
duces inflammation,** relieves itching,*? and combats or prevents bacterial, 
monilial and mixed infections.*” It is extremely well tolerated, and assures a rapid, 
decisive clinical response for most infected dermatoses. 


“Thirty-one of 38 patients .. . obtained excellent or good control of dermato- 
logical lesions . . . [Mycolog] was highly effective, particularly in the man- 
agement of mixed infections. Several recalcitrant eruptions which had not 
responded to previous therapy were remarkably responsive to the daily 
application of this preparation over periods of 2 to 3 weeks.”* 


For total management of itching, inflamed, infected skin lesions, Mycolog contains 
triamcinolone acetonide, an outstanding new topical corticoid for prompt, effective ia te eel 
relief of itching, burning and inflammation** — neomycin and gramicidin for power- Cleared in 20 days 
ful antibacterial action’ — and nystatin for treating or preventing Candida (Monilia) 

albicans infections.**® 


Application: Apply 2 to 3 times daily. Supply: 5 Gm. and 15 Gm. tubes. Each gram supplies 1.0 mg. (0.1%) triam- 


cinolone acet » 2.5 mg. ycin base, 0.25 mg. gramicidin, and 100,000 units nystatin in PLastipase. 
References: 1, Shelmire, J.B., Jr.: graphs on Therapy 3:164 (Nov.) 1958.-+ 2. Nix, T.E., Jr., and Derbes, V.J.: 
apg on Therapy 3: 123 (Nov.) 1958. - 3. Robinson, R.C.V.: Bull. School of Med., U. Maryland 43:54 er 
1958. - berg, T.H.: , V.D., and Reisner, R.M.: Monographs on Therapy 3:115 (Nov.) 1958. 


Clark, R. “a and Hallett, Jade: Monographs on Therapy, 3:153 (Nov.) 1958. - 6. Smith J. G., Jr.; Zawisza, RJ., a 
Blank, H.: Monographs on Therapy, 3:111 (Nov.) 1958. + 7. Monographs on Therapy, 3:137 (Nov.) 1958. + 8. 
Howell, C.M., Jr.: North Carolina M.J. 19:449 (Oct.) 1958. + 9. Bereston, E.S.: South, M.J. 50:547 (April) 1957. Squibb Quality — the Priceless Ingredient 
And whatever the topical corticoid need, a suitable Squibb formulation is available—Kenalog-S Lotion—7¥% cc. 

plastic squeeze bottles. Each cc. supplies 1.0 mg. (0.1%) triamcinolone acetonide, 2.5 mg. neomycin base and 

0.25 mg. gramicidin. Kenalog Cream, 0.1%—5 Gm. and 15 Gm. tubes. Kenalog Lotion, 0.1%—15cc. plastic squeeze «mvcostatin’®, 
bottles. Kenalog Ointment, 0.1%—5 Gm. and 15 Gm. tubes. ANO ‘KENALOG! ARG SQUIBB TRADEMARKS 
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new, exclusive 


dual anti-inflammatory 


inflammatory-suppressive . .. 
potent, prompt, sustained action 
with prednisolone 


inflammatory-corrective .. . 
reduction of abnormal 
capillary permeability 

with citrus bioflavonoids 
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inflammatory- 
suppressive 


inflammatory- 
corrective 


-antiallergic 
antirheuy 


‘built-in’ protection 


with citrus bioflavonoids ... 
against ecchymoses, purpuras, 
gastric hemorrhage and other 
steroid-induced capillary damage 


with antacids... 
against gastric distress, 
digestive upsets, nausea 


Averag 
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in | 
rheumatoid arthritis 
bronchial asthma 


eczemas 


and other inflammatory, 
allergic and 
rheumatic conditions 


100 CAPSULES 


PREDNIS-C.V.P. 


suggested dosage: Each PREDNIS-C.V.P. capsule provides: 
Average initial dose, 

2108 capsules daily, PREDNISOLONE 4 mg. 
in divided doses; 
B in severe gases. 6 te 10, CITRUS BIOFLAVONOID COMPOUND 100 mg 
psules daily. Gradually I 1 ic: 100 mg. 
ma reduce dosage to effective 
ge maintenance level. ALUMINUM HYDROXIDE 100 mg. 
Bottles of 30, 100 and e 
500 capsules. MAGNESIUM OXIDE 100 mg 


Samples and literature from 


‘arlington-funk laboratories 
division of U. S. VITAMIN CORPORATION « 250 East 43rd Street * New York 17, N. Y. 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


® Zanchol produces a bile low in sediment. 
® Zanchol enhances the abstergent quality of bile. 


® Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


JUNE 1959 


@ Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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In response to 
innumerable requests 
from dermatologists 


Winthrop Laboratories 
now makes available 


FOR LUPUS ERYTHEMATOSUS AND 
LIGHT-SENSITIVITY ERUPTIONS 


WHAT IT IS: 


A combination of Atabrine® hydrochloride 
25 mg., Aralen® phosphate 65 mg. and 
Plaquenil® sulfate 50 mg. 


WHAT IT’S FOR: 


Treatment of lupus erythematosus (chronic 
discoid type) and polymorphic light eruptions 
(light-sensitivity eruptions, solar urticaria 

or dermatitis). 


HOW IT ACTS: 


Each of the three components produces 
beneficial response in lupus erythematosus 
and light-sensitivity eruptions. Since the dose 
of each of the Triquin components is very 
low, overall toxicity is reduced and clinical 
tolerance improved. Furthermore, the 

three components appear to act 
synergistically. 


HOW SUPPLIED: 


Triquin tablets in bottles of 100, sold on 
prescription only. 


Write for TRIQUIN booklet. 


DOSAGE: 
Lupus. Average initial adult dose, 1 or 2 
tablets after meals and at bedtime. Dosage 
should be reduced gradually at two week 
intervals to 1 or 2 daily. 


Light-Sensitivity Eruptions. Average initial 
adult dose, 1 tablet after breakfast and 
lunch. May be reduced after several weeks to 
maintenance dosage of 1 tablet daily. 


Triquin, Atobrine (brand of quinacrine), Aralen (brand of chloro- itl U uop LABORATORIES New York 18, N. Y. 
Str (brand of hydroxych! ine), trademark 
reg. U.S. Pat. Off. 
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PSYCHIATRIC HOSPITAL 

DAY HOSPITAL 

DEPARTMENT OF OUT PATIENT PSYCHIATRY 
TIMBERLAWN FOUNDATION 


For Education and Research in Psychiatry 


Narcotic Cases Not Admitted 


SANITARIUM IN DALLAS 


PERRY C. TALKINGTON, M.D., Clinical Director Clinical Psychology 


CHARLES L. BLOSS, M.D., Medical Director DONALD BERTOCH, PH.D. 
Associate Psychiatrists PHILIP ROOS, PH.D. 
HOWARD M. BURKETT, M.D. JOHN D. MARTIN, M.A. 
JAMES K. PEDEN, M.D. Social Work 
WARD G. DIXON, M.D. BILL M. TURNAGE, M.S.S.W. 
JERRY M. LEWIS, M.D. ROBERT L. COATES, M.S.S.W 
C. L. JACKSON, M.D. GERALDINE SKINNER, B.S., O.T.R., Director of Occupational Therapy 
LEEOWEN S. BUFORD, M.D. LOIS TIMMINS, PH.D., Director of Recreation Therapy 
RALPH M. BARNETTE, JR., B.B.A., Business Manager FRANCES LUMPKIN, R.N., B.S., Director of Nurses 
DAvis 1-2678 Dallas 1, Texas P. O. Box 1769 


If she needs nutritional support... she deserves 


Vitamin-Mineral Supplement Lederle 


VITAMINS—11 MINERALS 


} ! LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY Bederte) 
i Peatl River, New York 
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TRIAMINIC provides around-the- 
clock freedom from hay fever and 
other allergic respiratory symp- 
toms With just one tablet q. 6-8 h. 
because of the special timed- 
release design. 


Each 1TRIAMINIC timed-release 
Phenylpropanolamine HCl 
Pheniramine maleate..... 
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when pollen allergens 
attack the nose... 


Triaminic provides more effective therapy in 
respiratory allergies because it combines two 
antihistamines'* with a decongestant. 


These antihistamines block the effect of histamine on the nasal 
and paranasal capillaries, preventing dilation and exudation.* 
This is not enough; by the time the physician is called on to 
provide relief, histamine damage is usually present and should 
be counteracted, 


The decongestive action of orally active phenylpropanolamine 
helps contract the engorged capillaries, reducing congestion 
and bringing prompt relief from nasal stuffiness, rhinorrhea, 
sneezing and sinusitis.* > 


TRIAMINIC is orally administered, systemically distributed and 
reaches all respiratory membranes, avoiding nose drop addic- 
tion and rebound congestion.®:* TRIAMINIC can be prescribed 
for prompt relief in summer allergies, including hay fever. 
References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 


1958. 6. Lhotka, F. M.: Hlinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.; Clin. 
Med. 5:1183 (Sept.) 1958. 


Triaminic 


Also available: TRIAMINIC SYRUP for those 
(a patients of all ages who prefer a liquid 
7 medication. Each 5 ml. teaspoonful is 
equivalent to Triaminic Tablet or 
Triaminic Juvelet. TRIAMINIC JUVELETS 

tablet provides: provide half the dosage of the Triaminic 


cam —_ Tablet with the same timed-release action 
EX 25 mg. for prompt and prolonged relief. 


@ 
running noses and open stuffed noses orally 
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SMITH-DORSEY ¢ a division of The Wander Company « Lincoln, Nebraska + Peterborough, Canada 
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That's the patient with the right form of | 
VITERRA on his regimen! This comprehen- 
= sive vitamin-mineral formula is ideal in 
= frank nutritional deficiency states (viTERRA 
Therapeutic) or in daily supplementation 
(viteRRA Capsules, viTERRA Tastitabs® and 
VITERRA Pediatric). 4 
VITERRA Therapeutic: when high poten- 

cies are indicated. 
VITERRA Capsules: 10 vitamins, 11 min- 


le for added patient convenience. 
me VITERRA Tastitabs: viterra the way chil- 

See dren like it best. Chew it, swallow it, let 

it melt in the mouth. Dissolve it in liquids, 

or add it to the formula. 

fee VITERRA Pediatric in the unique new 

= Metered-Fiow bottle. 

Dosage: usually one capsule or 

= Tastitab daily. 

Supplied: capsutes: in 30’s and 100’s. 

§ TASTITABS: bottles of 100. 

VITERRA PEDIATRIC: 50 cc. bottles. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 


make ready 


ready to recover 


ready to rebuild — 
ready to resist 


erals for balanced daily supplementation. 
Now in a soft, soluble capsule this smal > > : 


nance 
veniel 
exten: 
since 

effect: 


Thus, 
prese: 
thera 
agent 


Suppl 
100 


: 
78 
be 
at 


» |FOR THE NEW “MATURITY-ONSET” DIABETIC 
CONSIDER DIABINESE FIRST 


brand of chlorpropamide 


tablets /once-a-day dosage 


The specific pharmacologic properties of DIABINESE—high activ- 


ity, freedom from metabolic degradation, and gradual excretion f or smoother, lower-cost oral 
-permit (1) prompt lowering of elevated blood sugar levels os as : 
aint a “loading” dose, and (2) smooth, sustained mainte- antidiabetic control 


nance “devoid of ... marked blood sugar fluctuations’! on con- 


venient, lower-cost, once-a-day dosage, This is the consensus of Science for the world’s well-being 
extensive clinical literature.1-11 Widespread use of DIABINESE PFIZER LABORATORIES, Brooklyn 6, New York 


since its introduction has confirmed the low incidence of side Division, Chas. Pfizer & Co., Inc. 
effects reported by the original investigators. 


Thus, DIABINESE merits first consideration for any diabetic 1. Greenhouse, B.: Ann. NewYork Acad. Sc. 74:643, 1959. 2. Dobson, H., et 


2 al.: Ibid., p. 940. 3. Forsham, P. H.; Magid, G. J., and Dorosin, D.E.: Ibid., 
presently receiving or potentially better managed with oral Beaser, Ibid., p. 701, New England J. Med. 259:575, 
therapy — including many diabetics for whom previous oral 1958. 5. Bloch, J., and Lenhardt, A.: Ann. New York Acad. Sc. 74:954. 
7 : : 1959. 6. O’Driscoll, B. J.: Lancet 2:749, 1958. 7. Hadley, W. B.; Khach- 

agents have proved ineffective. adurian, A., and Marble, A.: Ann. New York Acad. Sc. 74:621, 1959. 8. Dun- 
whi can, G. G.; Schless, G. L., and Demeshkieh, M. M.A.: Ibid., p. 717. 9. Han- 
Supplied: Tablets, white, scored 250 mg., bottles of 60 and 250; GB: pene oe L., and Calabretta, M. F.: Ibid., p. 632. 10. Hills, 
100 mg., bottles of 100. A.G., and Abelove, W.A.: Ibid., p. 845. 11. Drey, N. W., et al.: Ibid., p. 962. 


To change th 
“Stylish Stout” 
to a “Junior Mis: 
figure... 


@ suppresses appetite 
e takes the mind off food by encouraging 
activity and a brighter outlook 
SYNOROXK TABLETS mg. Simg. per & ec. 


DOSAGE: 
One-halfto one tab. or tsp. 4 hour before breaktast and 
lunch, and at about 4 p.m. (to reduce appetite but not 
interfere with sleep). 

LABORATORIES, INC. 
ILARELPHIA PA. 
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of St. Louis, have been named to the Advisory Com. 
mittee of the University of Missouri School of Medi- 
cine. 


Dr. Joseph E. Flynn, Columbia, has been appointed 
to serve a four year term on the Test Committee of 
the National Board of Medical Examiners. 


Dr. Thomas B. Hall, Kansas City, has been elected 
to the Board of the Kansas City Social Hygiene §o.- 
ciety. 

Dr. William H. Masters, St. Louis, has been elected 
President of the Board of Directors of the Family and 
Children’s Service. 

Dr. Vencel W. Hollo, St. Louis, has been elected a 
Fellow of the Industrial Medical Association “in ree. 
ognition of outstanding work in the field of industrial 
medicine.” 

Dr. Cecil M. Kohn, Kansas City, has been installed 
as President of the American College of Allergists, 

Dr. Jack M. Martt, Assistant Professor of Medicine 
and Director of the Cardio-Pulmonary Laboratory, has 
been certified by the American Board of Cardiovas- 
cular Disease. 


The following officers were elected by the Menorah 
Medical Center: President, Dr. Harold  Passman; 
President-Elect, Dr. Bela Kent; Secretary, Dr. David 
Waxman; and Treasurer, Dr. Alexander Lichtor. 

Dr. Bert W. Harned, Kansas City, has been certified 
a Diplomate by the American Board of Anesthesiology. 

The St. Louis Medical Society recently presented an 
Award of Merit and Gold Medal to Dr. George H. 
Bishop. The award was presented to Dr. Bishop for 
“his contributions to fundamental knowledge of the 
nervous system, his astute application of the principles 
of physics and engineering to problems in neuro- 
physiology, and his devotion to original physiologic in- 
vestigation that have greatly advanced the scientific 
basis of medicine.” 

New officers of the St. Louis Orthopedic Society are: 
Dr. Irwin Horwitz, President; Dr. Otto Lottes, Vice- 
President; and Dr. Richard E. Lord,  Secretary- 
‘Treasurer. 

Dr. C. Howe Eller, Professor and Chairman of the 
Department of Community Health at the University 
of Louisville School of Medicine, has been appointed 
as St. Louis County Health Commissioner. 


NORTH CAROLINA 


Dr. Eben Alexander, Jr., Professor of Neurosurgery 
and Chief of Professional Services at North Carolina 
Baptist Hospital, Winston-Salem, has been re-elected 
President of the United Medical Research Founda- 
tion of North Carolina. 

The new officers of the Medical Alumni Associa- 
tion of the University of North Carolina School of 
Medicine are: Dr. John Rhodes, Raleigh, President: 
Elect; Dr. W. H. Kibler, Morganton, Vice-President; 
Drs. Tom G. Thurston, Salisbury; John Mewborm, 
Farmville; and H. M. Riggins, New York, Counsellors. 


Dr. C. Hampton Mauzy, Professor of Obstetrics and 


Continued on page 82 
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“Doctor, | get so mad at everyone when | diet.” 


‘Dexamyl’ Spansule capsules provide single-dose daylong appetite con- 
trol and an often remarkable mood improvement. A feeling of serene 
optimism frequently replaces the tension and irritability so characteristic 
of the dieting patient. 


When your overweight patient is listless and lethargic, ‘Dexedrine’ 
Spansule capsules will, in addition to curbing appetite, provide gentle 
stimulation. 


DEXAMYL* for most overweight patients 


(‘Dexedrine’ plus amobarbital) 


Tablets + Elixir - Spansule* sustained release capsules 


In listless and lethargic overweight patients—DEXEDRINEt+ 


WG) SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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Gynecology at Bowman Gray School of Medicine, has 
been installed as President of the South Atlantic As. 


TUCKER HOSPIT AL INC sociation of Obstetrics and Gynecology. He had pre- 
9 ° viously served as President-Elect, Vice-President, and 


= Secretary-Treasurer. Dr. Walter L. Thomas, Professor 
212 West Franklin St. of Obstetrics and Gynecology at Duke University 
RICHMOND, VIRGINIA School of Medicine, was elected Vice-President of the 
Association. Dr. Thomas also is President-Elect of the 
North Carolina Society of Obstetrics and Gynecology. 


A private hospital for diagnosis and 


OKLAHOMA 
treatment of psychiatric and neurologi- 
PSY Dr. Vernon D. Cushing, SMA Councilor from Okla- 
cal patients. Hospital and out-patient homa, held an SMA breakfast during the Oklahoma 


State Medical Association’s meeting in Tulsa recently. 
The Breakfast was attended by several SMA officers 
and Associate Councilors in Oklahoma including Dr. 
E. C. Mohler, Dr. J. Hoyle Carlock, and Dr. Walter 
Brown. SMA Executive Secretary, Mr. V. O. Foster, of 


services. 


(Organic diseases of the nervous system, psycho- 


neuroses, psychosomatic disorders, mood disturb- Birmingham, Alabama, was also present. 

ances, social adjustment problems, involutional Dr. Louis N. Dakil, McAlester, has been named to 

reactions and selective psychotic and alcoholic the National Board of Trustees of the. American Leba- 

problems.) nese Syrian Associated Charities. Dr. Dakil has been 
active in the work of the ALSAC for the past several 
years. 

Dr. Howarp R. MASTERS Dr. JAMES ASA SHIELD Dr. Alexander H. Woods, Instructor in Medicine at 

Dr. Weir M. Tucker Dr. Georce S. Furtz, Jr. the University of Oklahoma School of Medicine and 

Dr. AMELIA G. Woop Dr. Rosert K. WILLIAMS physician on the Veterans Hospiial staff, has been 


awarded a Veterans Administration clinical investi- 


Continued on page 86 


HILL CREST SANITARIUM 
Established in 1925 
FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


Out-Patient Clinic and Offices 


James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones WO 1-1151 and WO 1-1152 


| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
: | 
| 
| 
| 
| 
| 
| 
| 
| 
} 
| 
| 


59 


VOLUME 52 SOUTHERN MEDICAL JOURNAL 83 


TO ST' 


from all points...growing evidence favors 


FUROXONE 


brand of furazolidone 


= Pleasant-flavored Liquip, 50 mg. per 15 cc. (with kaolin and pectin) = Convenient TABLETS, 
100mg. = Dosage—400 mg. daily for adults, 5 mg./Kg. daily for children (in 4 divided doses). 


RELIEF OF SYMPTOMS 


E CONTROL OF “PROBLEM" PATHOGENS 
(no s Nv a resistance develops to this wide-range bactericide) 


‘Wer roverareo, virruatty wonroxic 


j 
N ORMAL ,fantanen OF INTESTINAL FLORA PRESERVED 
(no —s or staphylococcal overgrowth) 


From a Large Midwestern University: FUROXONE Controls Antibiotic- 
Resistant Outbreak. An outbreak of bacillary dysentery due to Shigella sonnei was success- 
fully controlled with FuroxonE after a broad-spectrum antibiotic had proved inadequate. Cure 
rates (verified by stool culture) were 87% with FuROXxONE, 36% with chloramphenicol. Only 
FuROXONE “failures” were those lost to follow-up. Chloramphenicol failures subsequently treated 
with FUROXONE responded without exception. FUROXONE was also used effectively as prophylaxis 
and to eliminate the carrier state. It was “extremely well tolerated in all 191 individuals who 


received it either prophylactically or therapeutically.” 
Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS EATON LABORATORIES, NORWICH, NEW YORK 
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Methocarbamol Robins 


U.S. Pat. No. 2770649 


Summary of six published clinical studies: 


ROBAXIN BENEFICIAL IN 92.4% OF 
SKELETAL MUSCLE SPASM CASES 


Carpenter * 


PATIENTS RESPONSE 
“marked” moderate slight none 
25 6 
58 37 20 1 
38 6 
“excellent” 
17 14 2 0 
1 
60 
236 184 34 14 
(78.0%) (14.4%) 


e Highly potent—and long acting."** 


e Relatively free of adverse 
side effects.””*** 


e In ordinary dosage, does not reduce 
muscle strength or reflex activity.’ 


REFERENCES: 1. Carpenter, E. B.: Southern M. J.51:627, 
1958. 2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Lewis, 
W. B.: California Med. 90:26, 1959. 4. O’Doherty, D. S., 
and Shields, C. D.: J.A.M.A. 167:160, 1958. 5. Park, H. W.: 
J.A.M.A. 167:168, 1958. 6. Plumb, C. S.: Journal-Lancet 
78:531, 1958. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Ethical Pharmaceuticals of Merit since 1878 


TABLETS 
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ABLETS 


& 


capsules 
125 mg., 250 mg. 


the antibiotic 


oral suspension pediatric drops 
raspberry flavored, raspberry flavored, 
2 oz. bottle, 125 mg. 10 cc. bottle (with 
per teaspoonful (5 cc.) calibrated dropper), 
. 5 mg. per drop (100 mg. 
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e wide range of action is reassuring when 
culture and sensitivity tests are imprac- 
tical 


e effectiveness demonstrated in more 
than 6,000,000 patients since original 
product introduction (1956) 


COSA- 


tentiated 


More than 90 clinical references attest to 
the superiority and effectiveness of Cosa- 
Signemycin (Signemycin). Bibliography - 
and professional information booklet 
available on request. 


Pfizer Science for the world’s wet-being 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N. ¥. 
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Fiber of skeletal muscle in spasm 


U.S. Pat. No. 2770649 


Summary of six published clinical studies: 
ROBAXIN BENEFICIAL IN 92.4% OF 
SKELETAL MUSCLE SPASM CASES 


PATIENTS RESPONSE 
“marked” — moderate slight none 
Carpenter * 33 26 6 _ 
“pronounced” 
Forsyth? 58 37 20 1 
“good"’ 
; Lewis? 38 25 6 
O'Doherty & 
14 2 0 
“significant” 
Park> 30 27 1 
i 
TOTALS 236 184 34 14 
(78.0%) (14.4%) 


TABLETS 


Highly potent—and long acting.””* 


e Relatively free of adverse 


side effects.””**° 


e In ordinary dosage, does not reduce 
muscle strength or reflex activity.’ 


REFERENCES: 1. Carpenter, E. B.: Southern M. J.51:627, 
1958. 2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Lewis, 
W. B.: California Med. 90:26, 1959. 4. O’Doherty, D. S., 
and Shields, C. D.: J.A.M.A. 167:160, 1958. 5. Park, H. W.: 
J.A.M.A. 167:168, 1958. 6. Plumb, C. S.: Journal-Lancet 
78:531, 1958. 
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* 


the house-call antibiotic 


e wide range of action is reassuring when 
culture and sensitivity tests are imprac- 
tical 

e effectiveness demonstrated in more 
than 6,000,000 patients since original 
product introduction (1956) 


gz potentiated tetracycline 
with triacetyloleandomycin 


More than 90 clinical references attest to 
the superiority and effectiveness of Cosa- 
bs 4 Signemycin (Signemycin). Bibliography - 
and professional information booklet 
available on request. 


(Pfizer) Science for the world’s 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N. Y. 


ABLETS 


capsules oral suspension pediatric drops 
125 mg., 250 mg. raspberry flavored, raspberry flavored, 
2 oz. bottle, 125 mg. 10 ce. bottle (with 
per teaspoonful (5 cc.) calibrated dropper), 
e : 5 mg. per drop (100 mg. 
per cc.) 
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broad-spectrum antibiotic 


oxytetracycline with glucosamine ; 
“oral suspension pediatric dre 
_ peach flavored, peach flavored, 


spoonful (5ec:), . (5 mg. per drop 
2.02. bottle 10 ee. bottle. 


Science for the world’s well-bei 
PFIZER LABORATORIES | 


Division, Chas. Pfizer 
Brooklyn 6, N. Y. 


COSA-TERRAMYCIN® 


125 meg: per tea- 100 mg. per ec. 


JUNE 1959 


Continued from page 82 


gatorship, one of a dozen such grants given nationally 
this year. 

Dr. James P. Jobe was recently honored when the 
Fl Reno Junior Chamber of Commerce awarded him 
their Distinguished Service Award. The honor was in 
recognition of his many professional, civic and _ reli- 
gious activities in El Reno. The organization had 
previously elected him to the office of Vice-President. 

Dr. Wallace N. Davidson, Jr., Cushing, has been 
certified by the American Board of Dermatology, and 
is now serving three years at Wright Patterson Air 
Force Base Hospital, Dayton, Ohio, as head of the 
Department of Dermatology. 


SOUTH CAROLINA 


Dr. Kenneth M. Lynch, President of the Medical 
College of South Carolina, Charleston, has been elected 
Chairman of the Scientific Advisory Board of the To- 
bacco Industry Research Committee. 


Dr. Harold E. Jervey, Jr., Columbia, has been 
chosen President-Elect of the Federation of State Medi- 
cal Boards of the United States. He will succeed Dr. 
Edwin H. Lawson, New Orleans, Louisiana, who has 
assumed the Presidency. Dr. Jervey, a native of 
Charleston, will become the first President from South 
Carolina to serve as President of the State Boards, 
also he is the youngest doctor to serve in this capacity. 
Dr. Jervey is a member of the Columbia, State, and 
Southern Medical Associations, and the American 
Medical Association. 


lescence, drug and alcohol habituation. 


single or en suite. 


Wo. Ray GriFFIN, JR., M.D. 
Rospert A. GRIFFIN, M.D. 


Appalar hian fall * Asheville, North Carolina 


An Institution for the diagnosis and treatment of Il’sychiatric and Neurological illnesses, rest, conva- 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 


For rates and further information write APPALACHIAN HALL, Asnevitte, N. C. 


EsTABLIsHED 1916 


Mark A. GriFFin, M.D. 
Mark A. GRIFFIN, JR., M.D. 
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TENNESSEE 


New officers of the Tennessee State Medical Associa- 
tion are: President, Dr. Harmon L. Monroe, Erwin; 
President-Elect, Dr. Ralph O. Rychener, Memphis; 
Speaker of the House, Dr. Joseph W. Johnson, Chatta- 
nooga; Vice-Speaker, Dr. J. Malcom Aste, Memphis; 
Secretary-Editor, Dr. R. H. Kampmeier, Nashville; 
Sixth District Councilor, Dr. Laurence A. Grossman, 
Nashville; Vice-President, Dr. John H. Burkhart, Knox- 
ville; Dr. James M. King, Tullahoma; and Dr. R. Da- 
vid Taylor, Dyersburg; Board of Trustees member, 
Dr. John D. Hughes, Memphis; AMA Delegate and 
Alternate Delegate from Middle Tennessee, Dr. D. W. 
Smith and Dr. Kampmeier respectively. 

Dr. David E. Rogers, a leader in the study of hu- 
man resistance to infections, has been named Head of 
the Department of Medicine and Professor of Medi- 
cine at Vanderbilt University School of Medicine, suc- 
ceeding Dr. Hugh J. Morgan, who retired in June, 
1958. Dr. Rogers is at present Associate Professor of 
Medicine at Cornell Medical Center and New York 
Hospital. 

Continued on page 89 


CLASSIFIED ADVERTISEMENTS 


FOR SALE—Augusta, Georgia, General Practice, estab- 
lished 10 years; thriving industrial area, excellent hos- 
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pital facilities within | mile; well-equipped office with 
complete files; reasonable rent; desirable location in 
medical center area; gross income over $40,000 last 
year; terms arranged; giving up practice to take a 
residency. Contact SBM, c/o SMJ. 


WANTED—-Board certified radiologist to be Chief of 
Radiology Service of 450 bed GM&S hospital, located 
in the Birmingham Medical Center and affiliated with 
the Medical College of Alabama. Active residency pro- 
grams, desirable vacation and retirement benefits. 
Starting salary up to $13,058 per annum. Must be U. S. 
Citizen and acceptable to Dean’s Committee of Medical 
College of Alabama. Write Director, Professional 
Services, VA Hospital, Birmingham 3, Alabama. 


WANTED—General Practitioner to work with well- 
established group in Virginia. Excellent opportunity 
in growing town. Contact WWR, c/o SMJ. 


FOR RENT OR SALE—Attractive office suitable for 
one physician. Air-conditioned, opposite Mound Park 
Hospital, St. Petersburg. Telephone 52-3813 or write 
S. C. Swieky, 1019 - 12th Avenue, North, St. Petersburg, 
Fiorida. 


POSITION WANTED—Qualified General Surgeon 
available promptly. Have Georgia and North Carolina 
licenses. Prefer small community, will work with 
group. Credentials upon request. Contact GAA, c/o 
SM]. 


HER concepts 


of 


cleansing 
have 
changed... 


Today she would prefer 


TRICHOTINE® 


for her most personal cleansing 


THE FESLER COMPANY, INC. ¢ 375 Fairfield Ave., Stamford, Conn. 
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SUPERTAH Ointment (11/5-07. 

provides the therapeutic effectiveness 
_ Proved tar medication 


TAILBY-NASON COMPANY, INC. DOVER, DELAWARE 
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Dr. Don L, Eyler, Nashville, has been named to the 
Committee on Health for Peace, a national committee 
to promote better international relations. 


Dr. Robert E. Mabe, Chattanooga, has been certi- 
fied as a Diplomate by the American Board of Internal 
Medicine. 


Dr. John L. Armstrong, Somerville, was recently 
honored by Lambuth College. He received the Richard 
E. Womack Award. 


Dr. Baker Hubbard, Jackson, has been elected to 
the Board of Trustees of the Tennessee Hospital 
Service Association. 


Dr. Roy R. Bowes, Goodlettsville, has been elected 
a member of the United States section of the Interna- 
tional College of Surgeons. 


Dr. David E. Stewart, Brownsville, has been named 
a Vice-President of the Mid-South Postgraduate Medi- 
cal Assembly. 

Dr. E. Kent Carter, Kingsport, has been appointed 
the Director of the Holston Valley Community Hos- 
pital’s new school for x-ray technician training. 

Dr. Sam H. Sanders, Jr., University of ‘Tennessee 
School of Medicine, has been made a member of the 
American Laryngological Association. The association 
is limited to 100 members in the United States and 
has only 92 members at present. Two other Memphis 
specialists also are members. They are Dr. W. Likely 
Simpson and Dr. C. D. Blassingame, Professors of 


Detergents are the modern, efficient way of 
cleansing. They provide greater surface activity 
and assure effective penetration. 

Trichotine is the modern detergent vaginal 


douche. Unlike vinegar or low pH douches, 
Trichotine cuts through viscid leukorrheal dis- 


in vaginitis—vulvovaginitis— 
cervicitis—pruritus vulvae— 

postcoital and postmenstrual 

hygienic irrigation 


TRICHOTINE 


write for samples and literature to THE FESLER COMPANY, INC. © 375 Fairfield Ave., Stamford, Conn. 
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Otology, Laryngology and Rhinology at the University 
of Tennessee. 


TEXAS 


The following County Medical Societies have elected 
officers: 

Gray - Hansford - Hemphill-Lipscomb-Roberts-Ochil- 
tree-Hutchinson-Carson. President, Dr. Dan E. Hamp- 
ton, Borger; Vice-President, Dr. R. D. Falkenstein, 
Pampa; Secretary-Treasurer, Dr. Joe H. Knowles, Bor- 
ger; Delegate, Dr. Raymond M. Hampton, Pampa; 
and Alternate, Dr. W. G. Stephens, Borger. 

Hardeman-Cottle-Foard-Motley. Secretary-Treasurer, 
Dr. J. F. Hughes, Spur, replacing Dr. John M. Taylor, 
Quanah, who has left the state to accept a medical 
fellowship. 

Johnson. President, Dr. C. D. Hamilton, Jr., Cle- 
burne; Secretary and Delegate, Dr. Tolbert F. Yater, 
Cleburne. 


Karnes-Wilson. President, Dr. Johu V. Blake, Jr.. 
Floresville; Vice-President, Dr. T. P. Edwards, Karnes 
City; Secretary-Treasurer, Dr. Fred Day, Jr., Runge; 
Delegate, Dr. J. W. Oxford, Floresville; Alternate, Dr. 
C. C. Quillian, Kenedy; Board of Censors, Dr. Quil- 
lian and Dr. S. E. Shannon, Karnes City. 

Kimble-Mason-Menard-McCulloch. President, Dr. B. 
A. Hallum, Jr.; Vice-President, Dr. James P. Anderson; 
Secretary-Treasurer, Dr. Robert D. Hays; Delegate, 
Dr. Albert M. McCulloch; Alternate, Dr. Robert D. 


Continued on page 90 


YOUR concepts of 


cleansing have 


changed... 


charge and allows complete penetration of its 
healing and soothing ingredients. Trichotine is 
bactericidal and promotes epithelization. It 
offers quick relief from pruritus, and its re- 
freshing, soothing action is reassuring even to 
your most fastidious patients. 


= 
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“Brewers’ yeast is an excellent source 
of protein of high biologic value and 
of the vitamins of the B complex.... 
When it is desired to give additional 
vitamins of the B complex and to 
add to the protein quota of the diet, 
this food can profitably be incorpo- 
rated in other foods.”* 


an eminenily valuable natural supple- 


ment — with these unique advantages: 


e Richest natural source of vitamin B 
complex factors plus nutritionally 
complete protein 

e Qptimal balance of amino acids and 
B complex factors 

e Important source of minerals 


VITAMIN FOOD CO.,-INC. Newark 4, N. J. 


*McLester, J. S., and Darby, ve J.: Nutrition and 
2962, p. 1 277% and Disease, ed. 6, Phila., Saunders, 
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Hays; Board of Censors, Drs. G. H. Ricks, James G. 
Bodenhamer, and D. W. Jordan, all of Brady. 


Lavaca. President, Dr. Robert W. Williams, Shiner: 
Vice-President, Dr. E. H. Marek, Yoakum; Secretary- 
Treasurer, Dr. Robert J. Wagner, Shiner; Delegate, 
Dr. Harvey Renger, Hallettsville; Alternate, Dr. Wil- 
liam H. Yates, Hallettsville; Board of Censors, Drs. 
Renger, Yates, and Williams. 


Shelby-San Augustine-Sabine. President, Dr. Thomas 
L. Hurst; President-Elect, Dr. L. S. Oates; Vice-Presi- 
dent, Dr. W. H. Warren; Secretary-Treasurer, Dr. W, 
C. Windham; Delegate, Dr.-W. S. Warren; Alternate, 
Dr. L. S. Oates; Board of Censors, Drs. W. H. War. 
ren and Qates, all of Center. 


Victoria-Calhoun-Goliad. President, Dr. C. J. Me 
Collum, Victoria; Vice-President, Dr. York Lancaster, 
Port Lavaca; Secretary, Dr. Calon U. Bickford, Vic. 
toria; Delegate, Dr. Joseph V. Hopkins, Victoria: 
Alternate, Dr. Ern C. Mooney, Victoria; Board of 
Censors, Drs. T. L. Sterne. R. S$. Lander, and Craig 
P. Bade, all of Victoria. 


WEST VIRGINIA 


Dr. Kenneth G. MacDonald, Charleston, has been 
installed as President of the West Virginia Chapter 
of the American College of Surgeons. Other officers 
include: Vice-President, Dr. Ray E. Burger, Welch; 
Secretary-Treasurer, Dr. Victor S. Skaff, Charleston; 
and Councilors, Drs. John O. Rankin and Charles D. 


orticoid-salicylate TABLETS 
compound 
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Hershey, Wheeling, Dr. Charles M. Scott, Bluefield, 
and Dr. William D. McClung, Richwood. 


Dr. Wade H. St. Clair, Bluefield, was awarded a 
plaque by the West Virginia Chapter of the American 
College of Surgeons for “many years of outstanding 
service in surgery.” Dr. St. Clair, who is the oldest 
member of the state chapter in point of service, be- 
came a member of the American College of Surgeons 
in 1914, one year after its inception. 

Dr. Wilbur E. Hoffman, Charleston, has been 
elected Chairman of the West Virginia Section of the 
American College of Obstetricians and Gynecologists 
and Dr. C. T. Thompson, Morgantown, was named 
Vice-Chairman. 

Dr. Seigle W. Parks, Fairmont, was recently named 
Chairman-Elect of the State Editors’ Conference 
Group of the American Academy of General Practice. 

Dr. Carl B. Hall, Charleston, has been appointed 
West Virginia’s member of the National Foundation’s 
Health Scholarship Committee, which will assist in 
the administration of the new scholarship program. 

Dr. George L. Fischer, a member of the staff of 
Grace Hospital in Welch, has been certified by the 
American Board of Internal Medicine. 

Governor Cecil H. Underwood has appointed Dr. 
Everett H. Starcher, Logan, as a member of the Medi- 
cal Licensing Board. Other appointments made by 
the Governor include: Dr. William D. McClung, Rich- 
wood, a member of the State Board of Health; and 
Dr. J. H. Murry, Jenkinjones, a member of the West 
Virginia Board of Education. 
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COSA-TERRAMYCIN” 


oxytetracycline with glucosamine 


. peach flavored 
100 mg. per ce. 
(5 mg. per drop), 
10 ec. bottle 


peach flavored, 
125: mg. per tea- 
spoonful (5.cc. 
2 02. bottle 


Science for the wor Id's well-being. 
PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., 
Brooklyn 6, N. Y. 


If they need nutritiona 


.. they deserve 


GEVRAL 


Vitamin-Mineral Supplement Lederie 
CAPSULES—14 VITAMINS—11 MINERALS 


Each capsule contains: 
5,000 U.S.P. Units 
500 U.S.P. Units 
Vitamin By with AUTRINIC® 
- 1/15 USP. 
m 


Intrinsic Factor Concentrate . 


Thiamine Mononitrate(B:). ........ 

50 mg. 
Vitamin E (as tocopheryl acetates). . . . . . 10 1.U. 
\-Lysine Monohydrochioride . 25 mg. 
| 10 mg. 
Calcium (as CaH#PQ,) 157 mg. 
Phosphorus (as CaHPO,). ......... 122 mg. 
Boron (as ~ 0.1 mg. 
Fluorine (as 0.1 mg. 
Manganese (as Mn0z). .......... 1 mg. 
Magnesium (asMgO) ........... 1 mg. 
Potassium (as K2S0;)........... 5 mg. 


LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Pearl River, New York 


UNEXCEWEO 
in broad-spectrum antibiotic therapy 
capsules oral suspension. pediatric drops 
meg. 
(with calibrated 
: Ae 
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QUESTION: 
Why is Bellevgal an unusually effective 
adjunct in functional gynecologic 
disorders? 


ANSWERS: 
Cuoted from published reports of 
leading clinicians. 


“Remarkable improvement 
... obtained in relatively all 
major complaints [associ- 
ated with dysmenorrhea, 
pelvic congestive symptoms, 
menopausal distress].... A 
more uniform and prolonged 
relief of tension may now be 
obtained by use of Bellergal 
Spacetabs.” (Stewart, R. H.: 
West. J. Surg. 64:650, Dec. 1956.) 


“...of 125 women who pre- 
sented climacteric symp- 
toms: flushes, flashes, 
sweats, palpitation, tension, 
fatigue, bloating, insomnia, 
and headaches...73 re- 
sponded [to a 2 to 4 week 
course of Bellergal therapy] 
so well that the dose was re- 
duced...or the drug was com- 
pletely discontinued. Some now only take a 
few tablets to help them through critical situ- 
ations....” (Kavinoky, N. R.: J. Am. M. 
Women’s A. 7:294, Aug. 1952.) 


“.. based on the concept that 
a labile nervous system is a 


major factor in [premen- 
be strual tension and disturb- 
<a ances of the menopause]... 
the combination of drugs 


present in Bellergal served 
admirably in the reduction 
= of symptoms, both as to de- 

gree and number. The im- 
proved sense of well-being offers satisfactory 
evidence that such patients may derive con- 
siderable benefit from this simple method of 
treatment.” (Craig, P. E.: M. Times 81:485, 
July 1953.) 


“..0f 303 gynecologic - 
patients [premenstrual 
tension, dysmenorrhea, men- 
strual irregularity, postmen- 
strual tension] ...a total of 
90 per cent of the cases were 
benefited by the use of this 
drug [Bellergal].” (Mac- 
Fadyen, B. V.: Am. Pract. & 
Digest. Treat. 2:1028, Dec. 
1951.) 
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for functional disorders 
of 
menstruation and menopause 


4 


BELLERGAL 
Spacetabs: 


effectively relieve distress of 

hot flashes...sweating... 
headache... fatigue... irritability... 
palpitation... insomnia 


BELLERGAL SPACETABS 

Bellafoline 0.2 mg.,ergotamine tartrate 0.6 mg., 
phenobarbital 40.0 mg. Dosage: 1 in the 
morning, and 1 in the evening. 


BELLERGAL TABLETS 
Bellafoline 0.1 mg.,ergotamine tartrate 0.3 mg., 
phenobarbital 20.0 mg. Dosage: 3 to 4 daily. 
In more resistant cases, dosage begins with 
6 tablets daily and is slowly reduced. 
SANDOZ 
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DARVON COMPOUND potent. safe - well tolerated 


The clinical usefulness of Darvon® (dextro propoxyphene hydrochloride, Lilly), alone 
and in combination, has been substantiated by more than 100 investigators in the 
treatment of over 6,300 patients in pain. A consolidation of these reports shows that 
5,663 (89.8 percent) experienced “effective analgesia.” 

Darvon Compound combines in a single Pulvule® the analgesic action of Darvon 
with the antipyretic and anti-inflammatory benefits of A.S.A.° Compound (acetyl- 
salicylic acid and acetophenetidin compound, Lilly). When inflammation is present, 
Darvon Compound reduces discomfort to a greater extent than does either analgesic 
given alone. 

Usual dosage: 1 or 2 Pulvules three or four times daily. 
Also available: Darvon, in 32 and 65-mg. Pulvules. 


Usual dosage: 32 mg. (approximately 1 /2 grain) every four hours or 65 mg. (1 grain) 
every six hours. 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


920249 
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> “Every man desires to 
help prepare your Vitamin Bi mononitrate 0.67 
@ healthy, active later life 


